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CHOLECYSTITIS * 


J. W. McNEE, D.S.O., M.D., D.Sc., F.R.C.P.Lond. 


Regius Professor of Practice of Medicine, University of Glasgow ; Consulting Physician, 
University College Hospital. London 


The subject of gall-bladder infection has been discussed 
in recent years at many times and in many places, especi- 
ally by hospital physicians and surgeons. It is a good 
choice for discussion at an Annual Meeting of the British 
Medical Association, because its great frequency and 
clinical importance may then be emphasized to the general 
practitioner, who, after all, has the main opportunity and 
responsibility of recognizing inflammation of the biliary 
tract in its earliest and most important stages. 

The combined results of many observations, by physi- 
cians, surgeons, and pathologists, seem to show without 
any doubt that disease of the gall-bladder is now the com- 
monest of all organic troubles of the digestive tract. This 
has been repeatedly stated by Sir Arthur Hurst, and he 
will no doubt speak on this point to-day. Statistics in 
diiferent countries and in different clinics must vary, but 
Piersol (1936) has recently published an analysis of the 
admissions to the gastro-intestinal clinic of the University 
of Pennsylvania Hospital, Philadelphia, and shown that 
16.3 per cent. of all the patients were diagnosed as suffer- 
ing from gall-bladder disease. Duodenal ulcer, cancer of 
the stomach, gastric ulcer, and chronic appendicitis fol- 
lowed, in this clinic, in order of frequency, but these are 
merely the results in one American hospital. I am unable 
to present the statistics of any large series of gastro- 
intestinal cases in Britain, but it may safely be accepted 
that cholecystitis is now established here as one of the 
most common and important intra-abdominal diseases. 

It is obviously my duty in opening this discussion to 
give a general survey of the problem before us and not 
to spend undue time on matters which will be dealt with 
in greater detail by subsequent speakers. 


Age, Sex, and Type of Patient 


It must nowadays be realized that the female who is 
“fat, fair, forty, and fecund”™ is by no means the only 
type subject to biliary disorders and to their common 
Sequel of gall-stones. It is true that cholecystitis is more 
common in females than in males, for reasons which have 
many times been discussed and which need not detain us 
now. Gall-bladder troubles are, however, quite common 
in men, and it may be emphasized that cholecystitis occurs 
in young men and young women, and even in children. 
These facts are, I think, not yet sufficiently and universally 
realized. With the increase of outdoor games and exercise 
in young people this disease may diminish ; but there are 
many, mostly living in cities, who have sedentary occu- 
pations in offices and factories and are prone to dyspepsia 


* Read in opening a discussion in the Section of Medicine at the 
Annual Meeting of the British Medical Association, Belfast, 1937. 


and biliary disease. In acholuric jaundice, a disease gener- 
ally recognized in youth, there is a special tendency to 
disorders of the biliary tract—both pigment stones and 


cholecystitis. 
Aetiology 


I have already referred to sedentary occupations as 
increasing the risk of cholecystitis, and indeed the factor 
of biliary stasis is the only important predisposing cause 
on which almost everyone will agree. It would not be 
justifiable here to discuss disturbances in the physiology 
of the biliary tract as a cause of biliary symptoms, since 
so little is known with absolute certainty. Problems con- 
cerning the sphincter of Oddi, contraction of the gall- 
bladder, and spasm of the main bile ducts are all in- 
volved here ; and frankly, in my view, the time has not 
yet come to bring questions of disturbances in the physio- 
logy of the biliary tract into the realms of ordinary 
practical medicine. We have enough to deal with at 
present in gall-bladder pathology, due to microbic infec- 
tion of the gall-bladder and biliary tract, the essential 
cause of the subject we are discussing—namely, chole- 
cystitis. Here, too, we are faced with the difficulty of 
reconciling the divergent views of physicians and surgeons 
for the ultimate benefit of our patients. This matter will 
no doubt be examined fully by Sir Arthur Hurst and Sir 
David Wilkie, and I need only place the general position 
before you. 


The points of importance are: 


1. What are the common microbes which infect the gall- 
bladder, and what is their relative frequency” 

2. By what route is the gall-bladder infected—by passage 
along the ducts from the intestine or by the blood stream? 
Do the microbes in fact exist mostly or partly free in the 
bile, or is the infection essentially deep-seated in the wall of 
the gall-bladder? 


The importance of focal sepsis in teeth, tonsils, ap- 
pendix, or elsewhere in the aetiology of cholecystitis is an 
essential part of the problem, which I only mention to 
give a lead to other speakers. 


Varieties 


Cholecystitis with Gall-stones.—lt is obvious that in 
the past the diagnosis of cholecystitis was seldom made 
before the common sequel of gall-stones had occurred 
and given rise to obvious signs or symptoms. Even nowa- 
days the frequent accidental discovery of gall-stones of 
inflammatory origin at post-mortem examinations shows 
either that a diagnosis was missed or that the symptoms 
were insufficient to make the patient seek treatment for 
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biliary disease. It must be remembered that in patients 
who have already developed gall-stones recurrent attacks 
of cholecystitis are common and often severe. 


Acute Infective Cholecystitis—-This is a surgical emer- 
gency and needs no discussion. 


Catarrhal Cholecystitis ——This is the variety I wish to 
bring into the forefront of discussion to-day. It is due 
to infection with organisms of obviously low-grade 
virulence, and often smoulders on without giving rise to 
serious Or acute symptoms for a long period of time. It 
is difficult to diagnose, but if untreated is likely to be 
followed by gall-stones and many other complications. 


Symptoms and Diagnosis 


Moynihan, in the days of the rapid development of gall- 
bladder surgery, described the “ inaugural symptoms of 
gall-stones.” These, we know now, were the symptoms 
of the preceding cholecystitis, but at a later stage than 
we must now identify them. At that time it is fair to 
say that the early stages, except of the acute and ful- 
minating variety constituting a surgical emergency, were 
seldom if ever sought for or recognized. It is the diag- 
nostic problem involved in the common catarrhal chole- 
cystitis that I wish to emphasize, and a correct diagnosis 
will often be missed and treatment too long delayed if the 
doctor fails to investigate further ail cases of dyspepsia 
which do not respond to simple treatment. He may, and 
generally does, consider the possibility of gastric or 
duodenal ulcer, and is disappointed when the x-ray exam- 
ination by barium meal which he advises yields a negative 
result. He may think of chronic appendicitis ; but up to 
the present he too seldom thinks of the great frequency 
of gall-bladder disease as a cause of dyspepsia. The asso- 
ciation of flatulence with the dyspepsia is suggestive, but 
by no means conclusive. 

It is best at the very outset, when considering how the 
diagnosis of gall-bladder infection may be proved, to 
admit the difficulties involved. The diagnosis by simple 
clinical methods is easiest when gall-stones are present. 
Biliary colic occurs in roughly 40 per cent. of such cases, 
while recurrent acute attacks of cholecystitis lead to 
obvious signs in the right upper quadrant. Further, it is 
in these cases that cholecystography is of such great diag- 
nostic value. Even when gall-stones are absent the local 
signs of tenderness or pain or both below the right costal 
margin may, along with the presence of flatulent dyspepsia, 
strongly suggest the diagnosis. The real difficulty arises 
in the cases—and they are many—in which a catarrhal 
cholecystitis is associated with dyspepsia only, without 
local pain or tenderness over the gall-bladder at all. These 
are the early cases in which medical treatment may be of 
avail. How are such cases to be completely and 
positively diagnosed so that proper treatment may be 
carried out? Ordinary simple clinical methods fail us 
here—what help can we obtain by other methods? 


I must first refer to cholecystography, but omit any 
lengthy discussion, since Dr. Hardman is to deal with this 
aspect of the subject. I will only say that in my experi- 
ence, which is now considerable, the use of the dye fol- 
lowed by x rays generally does not yield information of 
positive diagnostic importance in the early cases of 
catarrhal cholecystitis in which physicians are so inter- 
ested. I am too often confronted with an x-ray diagnosis 
of “pathological gall-bladder,” or “poor filling,” or 
“ faintness of shadow,” which are taken to indicate disease, 
when I know full well the differences in technique and 
the differences in absorption of the dye, even on different 
days in the same person. On the whole I am still very 


CHOLECYSTITIS 


Tue Britisn 
MEDICAL JouRNAL 


chary of accepting a diagnosis of early cholecystitis on 
x-ray evidence, whatever improvements in technique may 
later make possible. 

We now come to the method of duodenal intubation, 
and here I feel on quite different and much more secure 
ground. I would go so far as to say that in early chole- 
cystitis it is at present the only diagnostic method on 
which we can positively rely. It is far too little used 
in Britain, but is a routine method in America and else- 
where. I have indicated in a recent paper some of the 
reasons why it has not yet obtained its proper place in 
diagnosis with us ; and I feel this defect must be remedied, 
Perhaps, as in many tests of this kind, too much was at 
first claimed for the method ; but of its diagnostic value 
in experienced hands I have no doubts at all. 

Differential Diagnosis 

This is at times easy, but is often difficult unless the 
technique of duodenal drainage is employed. This section 
might easily detain me too long, for the differential diag- 
nosis from chronic gastritis, pylorospasm, peptic ulcer, 
carcinoma, and peripyloric adhesions would require con- 
sideration. Moreover, peptic ulcer and chronic chole- 
cystitis may coexist: I have seen a number of examples of 
this combination. The clinical differentiation between 
cholecystitis and chronic appendicitis is not easy; and 
here again the duodenal tube may be the only real help. 
Diseases of the liver itself, especially early cirrhosis, are 
frequently confused with gall-bladder infections. I have 
made this mistake too often and have seen the cirrhotic , 
liver exposed by the surgeon when my confident diagnosis 
was chronic cholecystitis. I deliberately omit more than 
a reference to important diseases situated outside of the 
abdomen—such as coronary thrombosis—which have fre- 
quently been mistaken for cholecystitis, since Dr. Miller 
will be speaking on this point. 


Treatment 


This will be discussed in detail by subsequent speakers, 
and I need only deal with some general principles. 1 have 
already alluded to the difficult problem of deciding on the 
site of the microbic infection and the important bearings 
the solution of this problem must have on treatment by 
drugs excreted in the bile. Next I must refer especially 
to the form of treatment now commonly known as “ non- 
surgical drainage of the biliary tract.” This treatment 
began with the use of the duodenal tube, repeated empty- 
ing or rather partial emptying of the gall-bladder being 
induced by the direct injection through the tube into the 
duodenum of either a concentrated solution of mag- 
nesium sulphate or olive oil. Later it was found in 
practice that the passage of the duodenal tube was un- 
necessary, the same drainage of the biliary tract being 
obtained by giving the patient a small dose of concen- 
trated magnesium sulphate solution on an empty stomach. 
I am convinced of the great value of this form of treat- 
ment when persisted in daily for months. 

As regards diet in the treatment of early cholecystitis 
and the prevention of gall-stones, I am far less strict 
(except when obesity forms part of the problem) than 
are many physicians. I do not see the need for restriction 
in cholesterol-containing foods, since the body can obtain 
a supply from so many foods. The only essential restric- 
tion is cooked fat, and especially “ fried foods,” which 
aggravate the common flatulent dyspepsia. I do not ex- 
clude butter or milk in moderate amount, and olive oil 
(a food) has great value in preventing flatulent dyspepsia 
and in emptying the biliary tract, although it does nol 
dissolve gall-stones. 
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It must be remembered that in cholecystitis the liver 
itself is damaged or deranged in function, and a sojourn 
for treatment at a spa which specializes in hepatic diseases 
and in the other frequent accompaniments of cholecystitis, 
such as obesity, may be of great value. Disordered func- 
tion of the liver, so commonly associated with cholecystitis, 
is claimed by some to be concerned in the aetiology of 
migraine, but I must state that I have never seen migraine 
in direct association with hepatic disease. 


Conclusion 


In conclusion, my plea is for the more general recog- 
nition by doctors in Britain of the great frequency of 
cholecystitis, of the difficulties that must be faced in 
making a correct diagnosis, of the methods that are of 
real practical use in diagnosis and treatment, and of the 
great diagnostic value of the duodenal tube. Further, I 
would express my belief that catarrhal cholecystitis can 
be cured in its earlier stages by medica! treatment, and 
that in this way we may hope to diminish the incidence 
of gall-stones with their frequent dangers and compli- 
cations. 


CHOLECYSTOGRAPHY: THE EFFICIENCY 
OF THE GRAHAM-COLE TEST* 


BY 


T. GARRATT HARDMAN, M.D. 
Radiologist, Richmond Hospital, Dublin, and Royal City 
of Dublin Hospital 


The introduction of this method of examination by 
Graham and his associates in 1924 was one of the 
outstanding advances in radiology, and it has proved of 
immense assistance to physicians and surgeons. Never- 
theless there are many to-day who are inclined to 
guestion the accuracy of this method of detecting disease 
of the gall-bladder. I believe that such incredulity is most 
frequently due to a very common human weakness— 
the disposition to allow one error in diagnosis to make 
a much more lasting impression on the mind than 
ninety-nine correct diagnoses, and so when asked whether 
the Graham-Cole test is reliable the answer is frequently 
in the negative. 

A second reason is a misconception as to how much a 
Graham-Cole test will reveal. Some place too great a 
reliance upon it as an absolute proof of the presence or 
absence of disease, without realizing that there are some 
unavoidable fallacies. No radiologist would attempt to 
claim infallibility for this method of examination, but 
we do claim that the Graham-Cole test, carried out with 
punctilious care as to preparation of the patient, 
administration of the dye, and radiographic technique, 
will yield valuable information on the functional ability 
of the gall-bladder to receive and to concentrate bile con- 
taining dye. This is to some extent a measure of the 
functional health of the mucous membrane of the gall- 
bladder, and the test yields a very high percentage of 
correct inferences regarding the presence of disease. 

It must be recognized at once that there are patho- 
logical conditions remote from the gall-bladder, such as 
duodenal ulcer and chronic appendicitis, which will 
sometimes be responsible for a failure of that organ to 
show a normal Graham-Cole reaction. In my opinion 
Such an admission brings home to us the necessity for 
a complete radiological examination of the gastro-intestinal 


*Communication to the Section of Medicine at the Annual 
Mecting of the British Medical Association, Belfast, 1937. 
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tract in all cases in which the Graham-Cole test and the 
clinical history and signs are at variance. 

In thousands of cases operation has proved that dis- 
ordered function, as shown by a faint shadow or a 
failure to obtain any shadow, is a result of disease of the 
gall-bladder, and in only a very small percentage are the 
x-ray findings due to remote lesions. In a large 
majority of the cases diagnosed as pathological, one can 
only go so far as to say that there is complete dys- 
function or impaired function. 


Conditions affecting the Gall-bladder 


A differential diagnosis between the conditions which 
may affect the gall-bladder is only possible in a com- 
paratively few cases. Stones containing not less than 
10 per cent. of calcium will be demonstrable on an 
ordinary film without the introduction of any opaque dye. 
Bilirubin stones are also radiopaque. They may be 
obscured by the dye, only appearing when evacuation has 
occurred. Cholesterol stones are translucent. If there 
is no obstruction of the cystic duct, and the gall-bladder 
mucosa is sufficiently healthy to cencentrate the dye, 
these stones will be demonstrable as well-defined clear 
spaces in the opaque dye. 

Papillomas and adenomas may sometimes be recog- 
nized by the marginal defects which they produce. 
Stones do not show such defects, but tend to lie grouped 
together in the centre of the gall-bladder. Multiple 
papillomas may give rise to negative shadows in a dye- 
filled gall-bladder, similar t& those of cholesterol stones. 
Repeated films taken at intervals would show that the 
defects remain constant in the case of papillomas, 
whereas stone shadows would alter in relation to one 
another. 

The diagnosis of carcinoma of the gall-bladder may 
be made occasionally, and Kirklin of the Mayo Clinic in 
a paper written in March, 1935, refers to a case re- 
ported by Taterka in which the tumour produced a large 
irregular defect along the lateral wall of the gall- 
bladder and in which the entire picture was analogous to 
that of medullary carcinoma of the stomach as 
exhibited with the barium meal. Such appearances in the 
gall-bladder must be very rare indeed, for | believe that 
in the majority of cases of carcinoma of the gall-bladder 
a well-marked defect would be accompanied by such 
impairment of function of the mucosa that no shadow 
would be obtained by the Graham-Cole test. 

I find it difficult to express a definite opinion upon 
Professor McNee’s criticism that “x rays generally do 
not yield information of positive diagnostic importance 
in the early cases of catarrhal cholecystitis.” I do not 
know at what stage in the course of the disease the 
function of the mucosa would be sufficiently affected to 
present positive x-ray signs or the duration of time which 
might elapse before such an effect was produced. I 
think that most of the cases sent for examination are 
those which have been suffering from recurrent attacks 
of cholecystitis, but I believe that a certain number of 
early catarrhal cases associated with duodenitis will show 
delay in the emptying time of the gall-bladder. Some 
workers have had experience and positive proof of such 
cases, but Kirklin states that he does not attach much 
importance to delay in filling or emptying. 

It is impossible to go fully into the details of 
technique here. Suffice it to say that the correct pre- 
paration of the patient, strict’ directions as to. the 
avoidance of all food until permitted, and a careful 
radiographic technique are essentials for reliable results. 
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Causzs of Failure in Diagnosis 


Fallacious findings are of two kinds: (1) A normal 
shadow is demonstrated and at operation a pathological 
gall-bladder is found: (2) no shadow is obtained and at 
operation a normal gall-bladder is seen. 

The first type of error is usually found in association 
with the strawberry gall-bladder. It has been suggested 
by A. C. Mooney (British Journal of Radiology, 1935, 
8, 403) that “there is always an associated cholangitis of 
varying degree, and this latter is mainly responsible for 
the resulting changes in gall-bladder structure which even- 
tually produce disturbance in function. The cholangitis is a 
result of an ascending bacillary or streptococcal infec- 
tion from the bowel, passing up either directly along the 
duct lymphatics or being blood-borne by the portal 
system. ... In the more common blood-borne infection the 
peritoneal and muscular coats are the first to be attacked. 
Changes in the mucosa occur as a later development.” 
Hence concentration of dye is not affected in the earlier 
stage of the disease and a radiograph may show a good 
gall-bladder shadow while at operation a_ diseased 
bladder is found. Kirklin states that “ in approximately 
10 per cent. of normal responses from patients ordinarily 
selected for the test the gall-bladder is nevertheless 
diseased.” Operative findings upon 287 cases with 
normal gall-bladder shadows support his statements. It 
would seem inevitable, therefore, that there will always 
be a percentage of errors in those cases showing normal 
shadows. Statistics indicafe that in this group the test 
is less reliable than in the pathological group where no 
shadow or only a faint shadow is obtained. 

Now the second type of fallacy—that is, no shadows 
and a normal gall-bladder—may arise from different 
causes : 


1. Defective liver function. Insufficient dye may be ex- 
creted from a cirrhotic or carcinomatous liver to give any 
shadow in the gall-bladder, and yet the gall-bladder may be 
unaffected. 

2. Achlorhydria in connexion with a hypotonic stomach and 
duodenum may be associated with a relaxed sphincter of Oddi 
and too rapid emptying of the gall-bladder so that no concen- 
tration occurs. 

3. Gastric stasis with consequent failure of absorption of 
the dye. 

4. Vomiting immediately after ingestion of the dye. 


5. Failure on the part of the patient to carry out 
instructions. 


6. Chronic duodenal ulcer or chronic appendicitis. 


If these extraneous causes of error can be eliminated 
the absence of any gall-bladder shadow or a very faint 
shadow can be taken as a reliable indication of disease. 
The actual percentage of error will vary in different 
clinics and with different workers. Statistics of the Mayo 
Clinic to which Kirklin refers in a paper written in 
March, 1935, gave confirmation of the x-ray diagnosis, 
whether positive or negative, in 95 per cent. of the cases. 
Dr. Lysholm of Stockholm claims that in his clinic the 
average error is one in a hundred. 

I have tried to draw some conclusions as to the 
accuracy of the test in my own practice from 512 cases 
examined in two hospitals and in private practice during 
the past few years. I do not claim that these figures are 
extremely good, but they probably represent an average 
degree of accuracy. In the rush of hospital x-ray 
work as it is carried out to-day it is not easy to ensure 
that a perfect technique is always employed. With con- 
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stant changes in the nursing staff in the wards occasional 
errors in preparation occur and are difficult to avoid, and 
for this reason I find that the figures for private work 
are slightly better than those of the hospital x-ray 
department. 


TABLE I. 
Description No. Operated | Correct | Per cent. 
Normally visualized. . os re 197 29 21 72.4 
Faint shadow 92 37 3 83.7 
No shadow .. ee ne sia 184 71 65 91.5 
Stones. . 69 48 46 95.8 
Total $12 185 163 88.1 
Total cases reported pathological 315 156 142 91.0 


Of the eight cases which gave fallacious x-ray findings 
in the first group small stones were found in three and 
gravel in one, mild cholecystitis was present in three, and 
in one the gall-bladder was removed but no reason was 
given for its removal. In all these cases the mucous 
membrane was healthy enough to allow of good 
concentration and a normal shadow. 


TaBLe Il.—Analvysis gf Surgical Findings in Cases Reported 
Faint Shadow 


Single stone in gall- bladder .. on 
Chronic cholecystitis with stones .. ae ae. 
Chronic cholecystitis without stones 12 
Carcinoma of liver .. Ae 1 
Chronic appendix. Normal gall-bladder .. eee 
Chronic duodenal ulcer. Normal gall-bladder .. 3 
Adhesions between gall-bladder and duodenum .. 3 
Cirrhosis of liver 1 

Total 37 

TaBce II.—Analysis of Surgical Findings in Cases Reported 
“No Shadow ” 

Chronic cholecystitis. Cancer head of pancreas .. 1 
Multiple stones 13 
Single stone in gall- bladder . 1 
Stones in cystic duct .. 
Strawberry gall-bladder os 1 
Chronic cholecystitis with stones .. <<) 
Chronic cholecystitis without stones 15 
Chronic appendix. Normal gall-bladder .. 
Chronic duodenal ulcer. Normal 1 
Cirrhosis of liver ; 1 
Empyema with stones 7 
Adhesions around gall- bladder and cystic duct 3 
Normal gall-bladder 2 

Conclusion 


In conclusion I would like to say that the oral method 
was used in all my cases. This is capable of giving a 
correct indication in nearly 90 per cent. of cases as to 
whether the gall-bladder is normal or pathological. The 
fact that 10 per cent. of errors may occur is good reason 
for urging that the Graham-Cole test should not be used 
to supplant the usual clinical methods of examination but 
should take its place as part of the ordinary routine 
investigation as a valuable aid in the diagnosis of 
cholecystic disease. It should be remembered that the 
test is essentially a functional one, and in only a small 
percentage of cases can a differential diagnosis be made. 
The success of the method depends upon the most careful 
attention to detail in preparation and to correct radio- 
graphic technique. 
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MAGNESIUM TRISILICATE* 


BY 
N. MUTCH, M.A., M.D., F.R.C.P. 


Physician to Guy's Hospital and Lecturer in Pharmacology 
to London University 


Since the publication of my original papers (Mutch, 1936, 
1936a, 1936b) on this substance last year a number of 
alleged trisilicates of magnesium have been placed on 
the market and a certain amount of analytical work on 
siliceous magnesian precipitates has been published by 
N. Glass (1936). The results of the manufacturers’ efforts 
have on the whole been disappointing. Many of the 
products offered for sale are either grossly contaminated 
or incorrectly described, being of compositions which in 
no Way approximate to that demanded by the theoretical 
formula, and Glass’s studies are deprived of their scientific 
interest by his use of inaccurate methods of analysis 
(Ragg, 1936). If any ultimate judgement is to be made 
of the clinical value of a new therapeutic substance it 
is essential that the true substance itself shall be employed 
uniformly. 
Identity 


Much advance has been made in recent years in our 
knowledge of the molecular structure of the silicates. 
Chemical methods failed to distinguish adequately between 
different silicates bearing a common group constitutional 
formula. Physical analysis, particularly the diffraction 
radiograph, has supplied the need and is steadily evolving 
order out of chaos. For example, three hydrated silicates 
of aluminium possess the same formula H,AI,Si.O,,. 
Their diffraction radiographs, however, are dissimilar and 
provide a basis for the classification of substances of this 
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Medicinal magnesium trisilicate can therefore be defined 
as a laboratory-prepared substance with a composition 
represented by the formula H,Mg.Si,O,, and yielding a 
pure diffraction radiograph of sepiolite No. | or of sepio- 
lite No. 2. The artificial magnesium trisilicate which I 
originally described and have continued to use is such a 
substance. Radiographically it is identical with sepiolite 
No. 1. It is not, as is erroneously implied in Martin- 
dale’s Extra Pharmacopoeia (1936), to be confused with 
“ precipitated magnesium silicate.” Such precipitates are 
vague and variable siliceous gels containing a certain 
amount of magnesium. “ Synthetic * magnesium trisilicate 
is a chemical entity built up from its component parts, 
which, after association in colloidal form, are subjected to 
a process of maturation at 15° C. 


I am indebted to Dr. D. F. Claringbull and Dr. M. M. 
Hey of the Mineral Department of the British Museum 
(Natural History) for the radiological identification of the 
product. The diffraction radiograph exhibited  well- 
defined first order lines at 1.32, 1.54, 1.72, 2.62, 3.41, and 
4.46 Angstrém units, whilst the line expected at 11.35 
was outside the limits of the radiograph. The radiograph 
agrees accurately with the most recently published data 
(Migeon, 1935) and with radiographs of natural sepiolite 
No. | taken at the same time for purposes of comparison. 
The intrinsic particles were shown to be of finely colloidal 
dimensions with a crystalline basis. In size they were 
much smaller than those of kaolinite or of the most 
refined varieties of medicinal kaolin available. 


Analytical Survey 


Chemical analyses of a number of the products put 
forward by various manufacturers as magnesium trisilicate 
are given in Table I. 


Tasie I.—Analysis of Various Brands offered as Magnesium Trisilicate 
(a) (2) (3 (4) (5) (6) (7) (8) 
Antacid Adsorption 
Ratio Value (Methylene- 
MgO : SiO, Contami- (N 20 HCI blue ad- 
( ore- nation with neutralized sorbed per 
’ Loss Fe,O, tical, Silica (SiO, in | by | gramme, | gramme, Ie- 
No. Manufacturer Sample MgO SiO, on Ig- ALO, 1 : 2.24) excess of Ignited Wt., nited Wt, 
nition & CaO | (gravimetric) | true formula) | in 4 hours in 14 days 
at 37°C.) at saturation) 
% % % cm | 
1 A. 1 22.43 $0.19 23.17 1.39 1:224 Nil 300.8 271 
2 2 22.34 50.01 24.70 2.50 1:2.24 Nil 300.7 281 
3 3 21.71 438.92 27.40 1.54 1: 2.25 + 044 303 282 
4 B 20.99 46.72 29.22 2.15 1: 2.22 — 0.89 308 240 
5 eS . 1 20.12 44.19 32.94 0.92 1:2.20 — 47 308 282 
6 2 20.77 45.05 32.31 0.87 1:2.17 =~ 3.8 31S 272 
7 3 21.12 44.93 31.67 1.19 1:2.13 — 49 300 250 
D. 1 19.97 | 47.68 | 30.29 141 1: 2.39 +660 | 238 27% 
9 2 21.04 $1.99 25.86 1.53 1:2.47 +10.2 242 256 
10 1 17.29 | $2.71 26.91 1.28 1:3.05 436.7 205 
2 16.16 53.70 25.86 2.07 1: 3.32 + 48.2 242 234 
1? F. | 52.94 | 36.90 1.25 1:3.32 236 264 
13 13.61 $9.73 23.74 1.04 1:4.39 98.9 173, 180 
chemical composition into three distinct groups—dickite, METHODS 
kaolinite, and nacrite (Ross and Kerr, 1931). Hydrated ; 
trisilicate of magnesium occurs in two forms (Long- The analytical methods described by J. W. Mellor 
or meerschaum and (1913) were carried out with meticulous care. Refine- 


chambon, 1935): sepiolite No. | 
sepiolite No. 2. The composition of each is repre- 
sented by the formula H,Mg,Si,O,,, often written as 
2MeO . 3SiO,.2H.O. Structurally they are distinct, and 
each gives its own characteristic diffraction radiograph. 


*Read in the Section of Pharmacology and Therapeutics, in- 
cluding Anaesthetics, at the Annual Meeting of the British Medical 
Association, Belfast, 1937. 


ments were introduced to ensure full precipitation of the 
silica (Mellor, 1913; Scott, 1925; Groves, 1936) and the 
recovery of all traces of iron and alumina (Mellor, 191 3a) 
carried down with it. The moiety of magnesium 
(Mellor, 1913b) which incorporates itself with the calcium 
precipitate was also dealt with by the standard approved 
technique. 
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Loss on ignition was measured by heating over a 
Meker burner to a constant weight. 

Antacid values were determined by adding a known 
excess (100 c.cm.) N/20 HCI to an accurately weighed 
amount of the sample (about 0.2 gramme) and incubating 
at body temperature for four hours, in which circum- 
stances decomposition is almost complete. The unused 
excess of acid was estimated by backward titration with 
N/20 NaOH. These values as well as those for the adsorp- 
tion of methylene-blue have been calculated on the basis 
of the ignited weight. The actual clinical values are 
influenced by the amount of water (Table 1, column 3), 
and consequently are lower. 

Adsorption.—Exactly 0.2 gramme of the sample was 
washed into a 50-c.cm. test-tube and the volume made 
up to 20 ¢.cm. with distilled water ; 25 c.cm. of aqueous 
methylene-blue solution 0.2 per cent. were added. The 
corked tube was kept at room temperature and shaken 
several times a day. At the end of fourteen days the 
unadsorbed excess of methylene-blue estimated 
colorimetrically. Adsorption continues for many days 
and is not complete before the end of two weeks. The 
strengths and proportions were arranged to give satura- 
tion figures falling on the horizontal portion of the graph 
(Mutch, 1936): methylene-blue concentration in adsorbate 
against concentration in supernatant fluid, at equilibrium. 


FINDINGS 


Water Content.—The loss in weight on ignition repre- 
sents all the free water and most of that combined. 
When sepiolite is heated it loses water without decom- 
position up to about 600° C., when the diffraction radio- 
graph indicates a change to enstatite (Migeon, 1935). 
Further losses occur continuously up to 1,000° C., when 
they cease and the radiograph changes to that of cristo- 
balite, the molecular structure having been broken down 
completely and every trace of moisture having been driven 
off. It will be seen that all samples contained water far 
in excess of that demanded by the theoretical formula. 
The antacid and adsorption values have been calculated 
on the basis of ignited weight. As already pointed out, 
in actual practice the powder received by the patient 
would contain a certain amount of water (Table I, column 
3) and be proportionately less effective. Any value above 
30 per cent. for water content must be regarded as 
needlessly high. The adsorptive and antacid qualities of 
true sepiolite No. | are in no way impaired by careful 
drying down to a water content of 25 per cent. or even 
less. Undesirable dilution is particularly noticeable in 
sample 12. 

Magnesia : Silica Ratio.—\n pure sepiolite the gravi- 
metric ratio between the MgO content and that of SiO, is 
1:2.24. Any increase in this ratio represents contamina- 
tion with free silica or the presence of one of the higher 
silicates. A decrease in the ratio represents admixture 
with free magnesia or the presence of some silicate with 
a higher magnesium content such as french chalk. The 
ratios observed are given in Table I, column 5. The dis- 
crepancy between each sample and true magnesium trisili- 
cate is indicated by the data in column 6. In certain 
instances the product conforms closely in general com- 
position to the demands of the theoretical formula. Other 
products depart widely from these primary requirements. 
Clearly much material contaminated with large amounts 
of free silica, sometimes in almost equimolecular pro- 
portion, has been supplied when magnesium trisilicate 
has been prescribed. 
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Antacid Value——The antacid properties are affected 
adversely by the presence of an excess of silica. For 
example, the crudely siliceous sample 13 was little more 
than half as potent as the correctly proportioned sample 1, 
Two drachms of sample 13 must therefore be prescribed to 
secure the same neutralizing effect as one drachm of the 
standard material. Conversely the antacid action is in- 
creased by adulteration with magnesium oxide. In such 
an event, however, the adsorption potency suffers and the 
valuable property of lag in the rate of neutralization is 
partly lost. Sample 7 illustrates the falling off in ad- 
sorptive power which occurs when magnesium is present 
in excess of the theoretical requirements. 


Adsorptive Value——This is dependent upon a number 
of factors many of which are still obscure. In the series 
of siliceous magnesias surveyed the action is greatest in 
those products which conform most closely in chemical 
composition to the formula 2MgO.3SiO..nH.O. Contami- 
nation with an excess of either constituent is associated 
with a falling off in adsorptive power—for example, 
sample 13, with its almost incredibly high silica content, 
possesses the feeblest adsorptive value of all. 


Clinical Utility 


All clinical observations carried out at Guy's Hospital 
during the last two years (1935 and 1936) have been made 
with true artificial sepiolite No. 1 (brand magsorbeni), 
which conforms accurately to the dictates of the theo- 
retical formula and yields the pure diffraction radiograph 
of the natural mineral. It is completely insoluble in 
water and its intrinsic particle size is of a fine colloidal 
order. Its applied pharmacological properties include: 

1. The combination of a useful total antacid potency 
with a slowness in the rate of interaction with hydro- 
chloric acid of gastric strength. 

2. The provision for strong adsorpticn effects extern- 
ally or in the stomach and intestine through the medium 
of (a) any unneutralized excess of sepiolite ; (4) colloidal 
silica produced during interaction with gastric acid in 
accordance with the equation 


Mg.Si,O, .2H.O + 4HCI = 2MgCl, + 3SiO, + 4H,O. 


Continuous Control of Gastric Acidity.—lt is estimated 
that the daily secretion of gastric juice corresponds to 

+ to 3 litres of 0.3 per cent. HCl. The average 24 litres 
can be neutralized in the laboratory by about 2} litres 
of milk or 230 grains of dried sodium bicarbonate. In 
the stomach the problem is complicated by varying rates 
of secretion and constant loss through the pylorus. Kark 
and Davis (1936) found that even 50 per cent. more milk 
than that theoretically needed, given hourly as 5-oz. feeds, 
failed to control gastric acidity. Free HCl at times rose 
to 0.1 per cent. and the total acidity to the equivalent 
of 0.2 per cent. HCl. W. N. Mann (1937), also working 
at Guy's Hospital, confirmed this inadequacy of simple 
neutralization with milk. He then administered true 
artificial sepiolite hourly and found a complete absence 
of free HCI over a period of eight hours. The gastric 
tube was kept in place continuously throughout this period 
and the stomach contents were sampled every thirty 
minutes. 

These observations confirm and amplify the earlier 
observations on fractional test-meal graphs (Mutch, 
1936b). Two factors make possible this exercise of com- 
plete and continuous acid control on a spaced scheme of 
dosage. First, the slowness of the interaction between 
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sepiolite and acids. At body temperature and with N/20 
hydrochloric acid a substantial secondary neutralization 
continues for more than an hour after the quick initial 
interaction has occurred (Mutch, 1936, 1936a, 1936b). 
Secondly, the non-poisonous nature of the sepiolite, which 
enables adequate doses to be given to compensate for the 
continuous loss through the pylorus. Animal experiments 
have failed to reveal any deleterious cumulative effect 
(Mutch, 1936a), and clinically it has been found that 
artificial sepiolite does not induce alkalosis. 


Alkalosis—The hourly administration of milk equiva- 
lent in all to about 3} pints of 0.3 per cent. hydrochloric 
acid daily does not abolish the acidity of the gastric 
juice. Chemically this volume of milk is equivalent to 
about 345 grains of dried sodium bicarbonate. The 
danger of clinical alkalosis probably begins when the 
daily intake of sodium bicarbonate exceeds 300 grains. 
Much larger quantities of sepiolite No. 1 can, however, 
be given with impunity. Alkalosis is caused by simple 
absorption of a soluble alkali when the dose adminis- 
tered exceeds the demands of the acid actually in the 
stomach at the time. It is caused also in part by the 
loss of that portion of the gastric acid which is neutralized 
by the medicament, unless (1) the basic substance 
administered is eventually metabolized—for example, 
ammonium or protein—or (2) the base is reprecipitated in 
insoluble form in the small intestine. 

In the case of sepiolite, soluble magnesium chloride 
is produced as the gastric juice is neutralized. In an 
alkaline medium the base, magnesium, is readily reprecipi- 
tated as magnesium hydroxide and so prevented from 
interfering with the internal balance between bases and 
acids. Sepiolite itself is neutral and insoluble, so that the 
unutilized excess cannot add to the body's alkali reserves. 

The validity of these deductions has been borne out in 
practice. Magnesium trisilicate has been used extensively 
without provoking symptoms of alkalosis (A. F. Hurst, 


1936: T. Hunt, 1937; T. L. Hardy, 1937). Biochemical 
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Fic. 1.—Fractional Test-meal Curve of a Case serving as a 
Basis for Biochemical Observations on Possible Alkalosis. 
(Note the hyperchlorhydria.) 

analyses of the blood and urine confirm these findings. I 
am indebted to Dr. J. H. Ryffel for the following analyses 
Carried out on a patient recently under my care in Guy's 
Hospital for duodenal ulcer. The man, aged 35, had 
Suffered from bouts of epigastric pain in late relation to 
meals since 1929. Dr. Lindsay Locke's radiographs 
Showed marked deformity of the duodenal bulb. The 
faeces contained occult blood and gave a spectrum of 
haematoporphyrin. The fractional test-meal curve was 
that of hyperchlorhydria with slight delay (Fig. 1). The 


plasma bicarbonate was estimated and various urinary 
analyses made, as recorded in Table If. It will be seen 
that in spite of the taking of 3} ounces of true artificial 
sepiolite daily for three weeks his urine remained acid, 
there was no fall in the ammonia N/total N ratio, and no 


TaBLe Il.—Alkali Reserve with Large Doses of 


Sepiolite. (Note: No alkalosis) 
URINE 
— 3 
= cc 

md 3 z a 3 

z| $2] | 8 | 388) 82 
A} >| ez] < | 5 | 

Before c.cm. | 

1,100] 5.6 | 34/100 |0.034 | 2) 24/0030) + 


Treatment ; Hourly 2-drachm doses of sepiolite No. 1 (magsorbent) (3) oz. 
daily) 


Diet : § oz. milk basis feeds 


(| 1 | 1,300} 6.0] 10100/0.021 29 
2 {1,400 | 5.8 | 21 100 0.029 | 1.89 3.1 
3 |1,200 | 60] 10 1100/0018 24 + 
5 |1,350] 68 0.011 10.94] 24 
6 {1,900 | 68] 2100/0020 /1.16] 3.4 
7 | 1,600 | 68 0.022 }1.29 | 3.4 
During 8 | 2,000 | 6.2 | 11/100) 0.018 | 1.10 3.3 
Treatment) | 9 | 2,200] 7.0 0.032 }1.29| So 
16 | 1,750 | 7.0 0.020 }1.32 | 3.0 
17 11,950 | 69 0.022 |1.27| 3.5 
18 | 1.600 | 7.4 0.024 43 
21 2,109} 69 0.014 }097| 30/0032} — 
22 | 970 | 6.6 | 10/100 0.030 2.08 | 28 
sensible increase in the plasma bicarbonate. There was 


thus no chemical evidence of established or commencing 
alkalosis. 

Laxative Action.—Artificial sepiolite sometimes pro- 
duces a laxative effect. The action is not apparent in 
laboratory animals and is usually inappreciable in man. 
On occasions, however, it proves troublesome. Magnesium 
chloride released in the stomach operates osmotically in 
the bowel as a saline aperient. The varying response ot 
different individuals can be attributed to several factors. 
Personal susceptibility doubtless plays a part. The amount 
of magnesium chloride produced depends not only on the 
dose of silicate given but on the acidity and volume of the 
gastric contents and the rate of outflow through the 
pylorus. The proportion remaining in solution is deter- 
mined by the extent io which precipitation of insolub‘e 
magnesium hydroxide and carbonate is effected by the 
alkaline pancreatic juice. The final amount available in 
solution in the lower part of the bowel is again influenced 
by the reaction of the ileum and colon. If their contents 
are acid, hydroxide and carbonate will pass once more 
into solution and act osmotically as an evacuant. There 
is clearly the fullest opportunity for the display of wide 
individual variations in response. The effect is easily 
controlled when necessary by the simultaneous adminis- 
tration of a suitable amount of some constipating ad- 
sorbent such as kaolin or charcoal or of a constipating 
antacid such as chalk. 


Dosage 
HYPERCHLORHYDRIA AND CHRONIC PEPTIC ULCERATION 
When sepiolite is added to a chemically equivalent 
amount of dilute hydrochloric acid the interaction not 
only takes place relatively slowly but is incomplete. For 
example, with N/20 HCI the mixture remains strongly 
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acid after fourteen days’ contact when the pH is still as 
low as 3.5. Fig. 2, showing the acidity day by day, indi- 
cates that an indefinitely long period would be required 
to secure much diminution in acidity below pH 3.6. 
Neutrality can only be achieved by adding more sepiolite. 
With N 20 HCI a 10 per cent. excess of sepiolite is 
required to approach this end. Fig. 3, giving the seven- 
dey pH reading of mixtures containing N/ 20 HCl and 
graduated excesses of sepiolite, demonstrates that even 
with a SO per cent. excess of sepiolite a slight: acidity 
persists at the end of a week. Other factors which in- 
fluence dosage are the volume and strength of the gastric 
juice, the rate of loss through the pylorus, the degree of 
duodenal regurgitation, and the completeness of the result 
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DAYS 
Fic. 2.—Acidity of Mixture containing Equivalent Weights 

of Artificial Sepiolite (Magsorbent) and N/20 HCl. (Note: 

(1) substantial lag in) neutralization ; (2) that final balance 

does not approach the neutral point.) 
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Fic. 3.—Influence of an Excess of Artificial Sepiolite (Mag- 
sorbent) on the Final Acidity of Mixtures with N/20 HCl 
(pH measured after seven days at room temperature). 


desired. Fortunately the substance is non-toxic and non- 
cumulative and does not cause alkalosis, so that if absolute 
anacidity is sought for doses can be increased without 
stint. W.N. Mann found in his case of gastric ulcer that 
one drachm hourly was sufficient to abolish all free HCI 
from the stomach for a period of eight hours. Such 
complete neutralization is widely recognized as advan- 
tageous in the treatment of chronic peptic ulceration, but 
is rarely required in other cases. If kept up long enough 
it would inevitably be detrimental. Mann’s data can, 
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however, be taken as a basis on which to estimate the 
probable requirements of other patients. Another obser- 
vation which must influence selection of the dose for 
particular cases is that the rate of interaction and the 
completeness of neutralization both fall off rapidly as the 
strength of the acid diminishes. For example, using a 
substantial and constant excess of acid of various strengths 
(100 ccm. N/20 HCI or its equivalent and 0.15 gramme 


LIME OF _COMPLETE NEUTRALIZATION | 
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Fic. 4.—Neutralization Lag at Various Acidities. Sample 1, 


using | Gramme Sepiolite | (Magsorbent), Ignited Weight, plus 
Marked Excess of Acid. 
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Fic. 5.—Neutralization at Various Acidities. Sample 2, 


using | Gramme Sepiolite | (Magsorbent), Ignited Weight, plus 
Marked Excess of Acid. 


sepiolite, ignited weight) and estimating the residual acid 
at various intervals by backward titration, it was found 
that after one hour N/20 HCI had used up about 75 pet 
cent. of the sepiolite, N/50 HCl had used 60 per cent. 
N/100 HCI had used 47 per cent., whilst the N/200 acid 
had interacted with only 33 per cent., so that at the lowes! 
acidity two-thirds of the dose remained unutilized alter 
one hour and about one-half was still undecomposed at 
the end of four hours. Automatic adjustment to the con- 
ditions in the stomach must clearly occur. Full details 
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are given in Table IIf and Figs. 4 and 5 for two different 
samples of material. Even at N/100 HCI and with a 
dosage far below the theoretical requirements most of 
the sepiolite will pass into the duodenum unchanged pro- 
vided the pylorus is patent. 


Lag at Various Acidities. (Note 
conspicuous slowness of interaction at low dilutions) 


Volume of HCI (expressed as N 20) neutralized 
by 1 gramme (Ignited Weight) of Sepiolite 
Sample Time (Magsorbent) 

Using N 20 Using N50 | Using N'100 | Using N 200 
Hours c.cm. N20 c.cm. c.cm. N20 c.cm. N 20 

1 j 180 140 06 68 

1 243 168 134 98 

2 216 163 1 

3 252 168 131 

4 290 2$2 185 175 

2 184 152 92 70 

1 220 192 1S2 

2 240 197 17 

3 256 212 129 

a 294 266 230 i29 


HY POCHLORHYDRIC GASTRITIS 


Within certain limits of dosage advantage can be taken 
of the general adsorbent action of sepiolite in the treat- 
ment of gastritis of the subacid type. It has just been 
shown (Figs. 4 and 5) that at low degrees of acidity the 
neutralizing effect of sepiolite is greatly enfeebled. It can 
be demonstrated also that the reaction as measured by the 
pH value remains on the acid side of the neutral point 
on a properly balanced system. The final pH attained by 
mixtures of acid of various concentrations with he ear 
weights of sepiolite was: N/10, < 2.8: N/20, 3.3; N 50, 
6.0: N/ 200, 6.3. (Readjusted for dilution the value for 
N 20 HCI becomes 5.1 instead of 3.3.) 

Fig. 6 gives daily observations on N,/200 HCl mixed 
with its equivalent of sepiolite. By the end of twenty-four 
hours the pH was only 4.7, and the general trend of the 
curve indicates that several weeks would have elapsed 
before neutrality could have been approached. Experi- 


RH 
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Fic. 6—Acidity of Mixture containing Equivalent Weights 
o! Artificial Sepiolite (Magsorbent) and N 200 HCI. 


nenting with the effect of an excess of sepiolite on the 
Jltimate acidity it was found that N/200 HCI mixed with 
23 per cent. excess of sepiolite still remained slightly acid 
PH 6.7) at the end of a week. Pepsin remains active at 
the neutral point and is not destroyed until an alkalinity 
of pH 7.25 is reached. Such pepsin therefore as remains 
free, together with the portion adsorbed by the colloidal 
Silica released from the sepiolite, would in the above 
Circumstances still be available for protein digestion. 


As a general approximation the total daily dose which 
could probably be taken by patients with hypochlorhydria 
without abolishing peptic digestion would be considerably 
greater than the chemical equivalent of two litres of 
gastric juice at the maximum free HCl strength of the 
fractional test meal + 50 per cent. for pyloric loss 4 25 
per cent. for permissible excess of sepiolite over acid— 
for example, maximum free HCl = 0.05 per cent. 
(approximately N/70). The daily dose of sepiolite on 
these assumptions would be 24 grammes, or 39 grains, 
of the substance as prescribed (25 per cent. moisture)— 
that is, a 7-grain tablet five or six times a day. 


Summary 

1. Medicinal magnesium trisilicate is defined as a “ com- 
pound represented by the formula H,Mg.Si.O,, and giving 
the pure diffraction radiograph of the natural mineral 
sepiolite No. 1.” The ratio MgO:SiO, = 1:2.24 (gravi- 
metric). 

2. It is shown that many of the marketed brands fail 
entirely to conform to these basal requirements. 

3. The following therapeutic applications are discussed: 
(a) the continuous control of gastric acidity in hyperacid 
States: (+) the production of gastric anacidity without 
systemic alkalosis; (c) the utilization of the general ad- 
sorbent properties of the silicate in hypo-acid conditions, 

4. It is demonstrated that: (a) Artificial sepiolite No. 1 
does not cause alkalosis. (b) The extent and speed of 
interaction with acids diminish rapidly at hypochlorhydric 
strengths. Within certain limits of dosage the neutralizing 
effect is automatically adjusted to the demands of the 
gastric juice. (c) Within a certain range a useful amount 
of the silicate can be given in hypochlorhydric states 
without its neutralizing the gastric contents to such an 
extent as to destroy peptic activity. 

5. An explanation of the variability of its mildly laxa- 
tive action is put forward. 


6. Schemes of dosage appropriate to hyperchlorhydric 
and hypochlorhydric conditions respectively are discussed. 
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The Society of and Syphilology 
announces that an anonymous donor has offered a prize 
of 5,000 francs for the best work on dermatology or 
syphilology, to be awarded every two years. The first 
award will be in May, 1939, the subject being the processes 
of sensitization and immunization in the epidermomycoses. 
Both French and foreign authors whose work has been 
written in French or translated into that language are 
eligible for the prize. The articles should be sent to the 
general secretary, Dr. P. Fernet, 11, Rue de Sontay, Paris, 
loe, before March 30, 1938. 
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Tuberculosis of the lymphatic glands is a disease that 
tends to run a long and debilitating course, but shows 
also a disposition to undergo natural cure the 
patient’s resistance can be assisted by his circumstances 
and environment. The disease was recognized centuries 
ago as the king's evil, and was cured then by the royal 
touch. To-day there is unanimity of opinion that many 
varieties of treatment may achieve success, but that 
certainty of this is assured by none. The authors, there- 
fore, while recognizing that diflerent methods may be 
employed with equally excellent results by different 
workers, wish to set out a method of treatment based on 
the pathology of this disease that has achieved a fair 
measure of success in a reasonable amount of time. 

The review deals with 119 consecutive cases of tuber- 
culous cervical adenitis treated in Black Notley Sanatorium 
(Essex County Council) over a period of six years. The 
patients have been drawn from town and country alike, 
and both sexes and all ages have been accepted. Some 
had already received treatment by operation or other 
means before admission, but the majority were new and 
untreated cases. In general the treatment has consisted of 
a combination of constitutional and operative measures ; 
in the last four years there has been less delay in sub- 
mitting patients to operation where such was indicated, 
but constitutional treatment has been the fundamental 
factor, and in no case was surgical extirpation of the 
tuberculous glands adopted as a primary measure. 


Sex Age Groups 


It will be seen from the table given below that seventy 
out of the 119 cases fall into the 6 to 15 years decade, and 
that the vast majority occur in childhood and adoles- 
cence, before the lymphatic system undergoes its natural 
decline. 


Age Male Female Total 
119 


Family History 


In this series of 119 cases there was no family history 
of tuberculosis in seventy-one, in twenty-five cases no note 
was made but there is good reason to believe it was 
negative, and in the remaining twenty-three cases the 
following was elicited: there was a history of phthisis in 
the family in nineteen cases, of glands in the neck in two 
cases, of tuberculosis of the knee in one case, and of 
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tuberculous meningitis in one case. Thus in this series 
only 16 per cent. of patients had a near relative suffering 
from phthisis. This fact bears out the observation that 
the human form of bacillus is relatively uncommon in 
tuberculous glands. Many investigators have estimated 
the frequency of bovine tuberculosis in this disease aflect- 
ing the cervical glands, and the following is a summary of 
their findings: Scotland, 90 per cent.; England, 65 per 
cent. ; U.S.A., 54 per cent. ; Germany, 25 per cent. 


Tonsillar Sepsis 


The cervical lymphatic glands drain the tonsil and 
lymphatic tissue of the nasopharynx, the first tissue to 
come into contact with ingested tubercle bacilli. If the 
lymphatic tissue of the nasopharynx and tonsil is un- 
healthy, and if as a result the cervical lymphatic glands 
are also abnormal, it may be that the frontiers are left 
poorly guarded against invasion of tuberculosis, which 
will then become established in the cervical glands, 
Howarth and Gloyne (Lancet, 1923, 1, 1202) found that 
the tubercle bacillus was present in the tonsil in about 
5 per cent. of 300 cases of tonsillectomy in patients with 
cervical adenitis. Howarth stated that tuberculosis was a 
late and superadded infection upon a gland damaged as a 
result of focal sepsis in the drainage area. 

Of the 119 cases in this series eighty-five had a history 
or signs of tonsillar disease, in twenty-one cases only the 
throat was normal, and in thirteen cases no note on this 
point was made. Of the eighty-five patients with abnormal 
tonsils thirty-one had been treated by tonsillectomy prior 
to admission, and twenty-two had their tonsils and 
adenoids removed during their stay in the sanatorium. In 
the remaining thirty-two cases, although the tonsils were 
not normal, for various reasons no tonsillectomy was 
performed. The findings in this series therefore tend to 
support the theory that disease in the lymphatic tissues of 
the nasopharynx is an important factor in the aetiology of 
tuberculous glands of the neck. 


Pathology 


Sources of tubercle bacilli other than the exhalations 
and sputum of consumptives and the milk from tuber- 
culous cows seem to be ‘of little importance, and from the 
frequency of bovine tuberculosis it may be concluded that 
milk is the great vehicle of infection. All evidence is 
in favour of the bacillus entering through the tonsil or 
surrounding lymphatic tissue and passing thence to the 
lymphatic barrier in the glands of the neck. As would be 
expected, the upper carotid chain is the group most often 
affected, although glands in the posterior triangle and the 
supraclavicular regions are not uncommonly involved, and 
it is not unusual to find evidence of disease in more than 
one group of glands in the neck. In only one case in this 
series was the cervical adenitis part of a generalized tuber- 
culous lymphadenitis, this condition occurring typically in 
a negro child. 

An interesting fact in this series is that in no case was 
the disease found to exist beyond the lymphatic system, 
and no case has shown secondary lesions such as pul- 
monary or bone tuberculosis. In tuberculosis of the 
lymphatic system there are evidences of great powers of 
resistance to the infection, and it may be that not only 
can this system withstand and overcome an_ infection 
which is not too heavy, but that such infection successfully 
protects the individual throughout life. 

The tubercle bacilli, having established themselves in 
the affected gland, produce their characteristic lesions, and 
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the gland undergoes a fleshy enlargement. If the infection 
is heavy or the resistance of the host poor the gland will 
undergo Caseation in its central part and the surrounding 
parenchymatous tissues will be found infiltrated with 
oedema. This periadenitis is probably due to the more 
dilute toxins of the bacillus that have spread out from the 
main centre of infection, the caseous area. Neighbouring 
glands in the chain are invaded, and soon many of these 
swollen glands will be found matted together by peri- 
adenitis. The caseous pus may rupture the gland capsule 
and burrow to the surface, penetrating the deep fascia of 
the neck and becoming subcutaneous. A_ collar-stud 
abscess is then formed. The skin over the swelling is 
thus fixed either by the periadenitis or by the abscess, which 
if left alone will burst. This devitalized skin can at any 
time act as a path for secondary infecting organisms, and 
should such an infection occur either through the skin or 
by way of a sinus the cold abscess becomes an acute 
infective abscess. 

In favourable cases of tuberculous lymphadenitis the 
gland does not proceed beyond the stage of fleshy enlarge- 
ment, and with or without treatment shrinks to normal. 
Ii should be mentioned, however, that there is a rarer type 
cf case in which many glands are enlarged in a way that 
superficially resembles Hodgkin's disease. These glands 
are multiple, discrete, mobile, and do not caseate. They 
co not respond well to constitutional treatment, and they 
recur after operative removal. An example of this type 
has been quoted below. 

At any stage of the disease resolution may start as the 
natural resistance of the patient becomes effective. Peri- 
adenitis, the signal of an active and progressive infection 
by the tubercle bacillus, first disappears and the glands 
become more discrete, mobile, and firm to the touch. The 
caseous pus, if it has not been discharged, dries up and in 
tme is calcified. The remaining small, hard, calcified 
giand may feed a sinus through which the whole gland 
can be extruded as a foreign body. thus completing the 
naiural cure. 

The above conception of the pathology of tuberculous 
lymphadenitis is the basis of the following classification 
and is the guide to treatment. The diseased glands are 
divided into three groups: 


Group 1 Enlarged Glands with Periadenitis—The 
glands may or may not contain pus or caseous material, 
and the periadenitis exists with or without an abscess or 
sinus. The periadenitis is due to tuberculous infection in 
an active stage, and there may be superadded a septic 
infection. 

Group 2. Enlarged Glands without Periadenitis.— 
These are cases in which either the infection has not been 
virulent or the periadenitis has subsided naturally or as a 
result of treatment. These glands may or may not have 
broken down. 


Group 3. Cases of -Residual Infection Following 
Natural or Artificial Attempts at Cure.—-The glands in this 
group are usually small and hard, and may lie at the 
bottom of the sinus. Residual glands of this nature are 
found when complete resolution has not followed con- 
Servative treatment and in cases after operative removal 
without constitutional treatment. 


The following table shows the cases in this series in the 
groups in which they were placed on admission: 


Group No. of Cases Per cent. 


Principles of Treatment 


The basis of the classification into three groups is 
increasing quiescence: the aim of treatment is to carry 
the case from Group | through Group 2 into the soundly 
healed state. 

The Group | cases are treated by constitutional measures 
and minor operative procedures, and by this means the 
periadenitis will be abolished and tissue breakdown will 
cease. The glands may then be considered to have 
reached the stage of these included in Group 2. If reason- 
ably rapid progress is being maintained under constitu- 
tional treatment by Group 2 cases this form of treatment 
should be continued. If there is lack of progress or if the 
patient's circumstances demand his return to work in the 
least possible time, radical operative removal of glands 
in this stage is to be performed. It will thus be seen that 
it is the more persistent and difficult cases which require 
radical operation. If the case is in Group 3, with a 
residual gland, operative removal is usually indicated ; a 
persistent sinus which is not caused by a residual gland 
usually heals by constitutional measures. Finally opera- 
tion may be employed for cosmetic reasons when the 
disease itself is quiescent. 


Details of Treatment 


Tuberculous lymphadenitis may be regarded as a local 
tuberculous lesion in a patient whose resistance to the 
disease is insufficient. Constitutional treatment, therefore, 
is of paramount importance to prevent progress or 
recrudescence of the disease. The chief factors in consti- 
tutional treatment are rest, open air, a liberal balanced 
diet with adequate vitamin supply, and heliotherapy. 

With regard to rest, the patient should be restrained 
from all activity, but in our experience rest in bed for 
the whole day is not necessary unless the disease is very 
active. Fixation of the head and neck in sandbags or 
plaster has only rarely been used in this series. Natural 
sunlight and artificial light treatment have been found 
to be of value, both generally to improve the patients 
resistance to tuberculosis and locally to ulcers of the 
neck following the breaking down of tuberculous glands. 
One of us (M. C. W.) has seen cases of tuberculous 
lymphadenitis treated by Dr. T. Gordon Pugh at 
Carshalton with radium applications used as an adjuvant 
to constitutional measures with good results. Of the use 
of x rays in treatment we have no experience. 


Reference has been made to the importance of tonsillar 
and pharyngeal sepsis in the pathology of tuberculous 
glands of the neck. The practice in cases showing signs 
of tonsillar disease has therefore been to perform tonsil- 
lectomy as soon as the patient is acclimatized and the 
general condition is sufficiently good to render the opera- 
tion a matter of incident only. Following this treatment 
there is improvement in the general condition of the 
patient and in the rate of subsidence of the glands. It 
should be noted that the presence of retropharyngeal 
glands may complicate tonsillectomy, and in such cases 
we prefer to wait until a considerable amount of resolu- 
tion has occurred in the gland so placed before advising 
the operation. 

The treatment of a tuberculous abscess arising from a 
gland depends on whether superadded secondary infec- 
tion has occurred or not. If there is secondary infection 
the pus should be evacuated by incision, and free drainage 
should be established. If there is no secondary infection 
an attempt should be made to treat the abscess by aspira- 
tion. It should be remembered, however, that as a 
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general rule the success of aspiration in the treatment 
of a tuberculous abscess depends upon the employment 
of a technique in which the needle is passed into the 
abscess cavity through and across muscle. The needle 
track is thus closed by the approximation of the muscle 
fibres. We are indebted to Sir Henry Gauvain for in- 
struction in this technique. In the neck this technique 
can rarely be used, as the abscesses are superficial and 
the needle cannot be inserted across the muscle. Further- 
more, the pus in these cervical glandular abscesses is 
often caseous and does not aspirate readily through a 
needle, or, when it does, the aspirated cavity is small and 
refills so quickly that aspirations have to be repeated 
very often, and in spite of them the abscess frequently 
breaks down. The authors therefore reserve aspiration 
for all other forms of tuberculous abscess: but when it 
appears to be unlikely to succeed in the treatment of 
a tuberculous glandular abscess they empty the abscess 
through a smail incision by means of gentle curettage and 
then re-suture the wound. The risk of secondary infec- 
tion following this procedure is small, possibly because 
the tuberculous granuiations which form a good nidus 
for organisms of secondary infections have been re- 
moved. The wound does not often heal by first intention, 
but the operation is followed by subsidence of peri- 
adenitis and in the size of the gland mass, and subsequent 
radical operation if performed is considerably facilitated. 

There is a type of tuberculous skin involvement due 
to the breaking down of a tuberculous gland beneath the 
skin. An ulcer is formed the base of which consists 
of a deep layer of tuberculous granulations : these may 
be treated by “brass paste,” as recommended by Sir 
Henry Gauvain. This paste causes sloughing of the 
granulations, leaving the ulcer bare, clean, and healthy. 
Alternatively, curettage of the granulations may be per- 
formed. 


Radical Operative Treatment 


The operation for radical excision of tuberculous glands 
of the neck is a controversial field in surgery. There i 
no doubt that it has produced many unsatisfactory results, 
due chiefly to the sequelae of recurrence, persistent sinus, 
muscle palsy, and ugly scars. Some of the cases in this 
series had been previously operated upon by radical ex- 
cision with bad results. The causes of this failure can 
be almost wholly attributed to ill-advised operation before 
general treatment had converted the case from Group I 
stage to a stage of less activity. If operations are 
attempted in the presence of periadenitis it will be found 
that the difficulties are very great, larger incisions are 
required, and diseased glands may be missed and nerves 
injured. The main contraindication for the operation, 
therefore, is active disease with periadenitis. 


Anaesthesia 


The anaesthetic must be one which can be administered 
without obstructing the surgeon. A basal anaesthetic with 
gas and oxygen is suitable, therefore, but at times it causes 
considerable venous congestion of the neck. Open ether, 
general contraindications being absent, is on the whole 
the most satisfactory anaesthetic, as there is less con- 
gestion and administration is simple and not complicated 
by bulky apparatus. It has already been noted that pul- 
monary lesions are rare when there is tuberculous disease 
in the neck glands. 

Operation 


The neck is turned to the sound side and an anaces- 
thetic screen erected. A natural transverse crease in the 
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neck over the tumour is chosen and a transverse collar 
incision is made, including any sinus or diseased skin that 
may be present. If the mass is extensive it is more satis- 
factory from the cosmetic point of view to make two or 
more transverse incisions, rather than a vertical one, 
The vertical incision, however restricted, produces a poor 
cosmetic result, and full exposure can be given by the 
transverse incision. ~The cut divides the platysma. the 
flaps are then dissected upwards and downwards, and a 
self-retaining retractor is inserted. If a sinus leading to 
the gland is visible, dissection of the gland is simplitied 
by passing a director into the sinus and pulling up the 
gland. In any case the sterno-mastoid muscle is dis- 
sected backwards off the mass and partly divided if neces- 
sary. The mass of glands is then pulled backwards, and 
the fascial tissue on its anterior margin picked up and 
dissected forwards close to the gland until a line of 
cleavage is found. Gauze dissection will then sweep this 
fascia off the glands, and vessels will be identified and 
tied. As the gland is pulled upwards and backwards and 
dissection continued the internal jugular vein will be 
seen. This can be peeled off the glands, never being 
firmly adherent. The mass is then pulled down, and 
further dissection with scissors and gauze close to the 
gland reveals the posterior belly of the digastric muscle. 
The mass is cleared from this and gauze is packed into 
the depth of the wound. Next the sterno-mastoid jis 
retracted and cleared off the mass; here, high up, the 
spinal accessory nerve will be seen entering the deep 
surface of the muscle. In order to clean and preserve it, 
division of the mass may be necessary. The gauze plug 
is now removed and in the depth of the wound the 
jugular vein and its anterior tributaries will be seen with 
the digastric muscle above. The gland miss is next dis- 
sected upwards towards the skull until the uppermost 
gland is reached. Above this the pedicle is clamped anc 
the mass removed. It is essential that all glands which 
are enlarged and firm or caseous should be removed. 
Soft seedling glands may be left, and dissection need not 
be carried far afield to clear the chain, provided that no 
hard white glands are left. If in any part of the 
operation the gland mass is found to be ill defined and 
to involve important structures injury of which would be 
prejudicial to the patient, it is best to avoid risk of injury 
by curetting the affected part, as small residual areas of 
caseous tissue are not likely to prevent healing by first 
intention or to cause recurrence of disease if sufficient 
constitutional treatment has been given. When haemo- 
stasis has been secured the deep space is closed as far as 
possible by fine deep sutures, the platysma is united with 
the same material, and the skin closed with ophthalmic 
salmon-gut. A drain inserted for twenty-four hours in 
the posterior part of the wound is useful in preventing 4 
haematoma, which may organize if any residual space is 
left. Stitches are loosely tied and are removed in four 
days; if this is done and the platysma properly sutured 
the cosmetic results should be excellent. 


Analysis of Immediate Results 


Before examining the tabled results below certain facts 
should be borne in mind. : 

1. The cases are grouped according to their state on 
admission, 

2. Under the heading of conservative or constitutional 
treatment are included all surgical measures except formal 
excision. 

3. Formal excision was required for the more intract- 
able cases, therefore the duration of treatment is not a 
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standard for comparison between constitutional and 
operative methods. Some cases would probably never 
have been completely cured by constitutional measures 
alone. 


4. The results on discharge—that is, the immediate 
results—were judged on clinical grounds, taking into con- 
sideration the general health and the state of the gland 
areas and the overlying skin. “ Good result ~ means that 
no glands were palpable, that the sinus or scar was 
soundly healed, and that the general health was normal. 


5. Of the 119 cases admitted to the sanatorium, and 
considered above, only 109 are available for inclusion in 
the table of results, as for various reasons ten patients did 
not complete their treatment. 


Taste I.—Results of Treatment (109 cases) 


TUBERCULOSIS OF CERVICAL LYMPHATIC GLANDS 


Conservative Operative 
Group | Group | Group | Group | Group | Group 
1 2 3 1 2 3 
Average total length of stay 
in sanatorium in months 6.7 3.25 3.0 43 3.0 40 
Average length of pre- 
operative sanatorium 
treatment in months... 2.9 2.0 3.0 
Average length of post- 
operative sanatorium 
treatment in months... 1.4 1.0 1.0 
Good clinical results on 
discharge. . ae as 24 6 7 45 16 6 
Fair clinical results on dis- 
charge... 2 
Poor clinical results on dis- 
charge .. 3 
No. of Cases .. <i 29 6 7 45 16 6 


From the above table the following points may be noted 
concerning the cases in each group. 


GROUP | CASES ON ADMISSION 


The cases treated by conservative means required on an. 


average 6.7 months to complete a clinical cure, and 
twenty-four out of twenty-nine gave a good result on 
discharge. The operative cases were under general treat- 
ment for an average period of 2.9 months before they 
passed from this group to Group 2 or 3, and were then 
ready for operation. After operation one month of 
treatment was given to allow satisfactory healing of the 
wound. All the cases treated by operation gave good 
results, 
GROUP 2 CASES ON ADMISSION 


The six cases under constitutional treatment gave satis- 
factory results and were retained in the sanatorium for 
an average period of 3.25 months. The sixteen cases 
treated by operation all gave good results and were kept 
under constitutional treatment for an average period 
of two months before operation. During this time 
Minor Operative measures, such as aspiration, incision, 
and curettage or tonsillectomy, may have been performed, 
and the gland may have resolved to a Group 3 stage. A 
month was allowed after operation for the healing of the 
wound. 

GROUP 3 CASES ON ADMISSION 


The statistics in this group give no useful information, 
as the group contains such a variety of cases of residual 
infection that no generalization can be made about them. 
Thus there were cases with residual glands of long stand- 
ing needing only a few weeks’ treatment before operation, 
and cases with a residual sinus following an operation in 
a general hospital which had so far done well but which 
required a period of convalescent treatment to heal the 
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sinus and to raise the resistance with a view to preven- 
tion of possible recurrence. 

With regard to immediate results following treatment 
in all groups, it will be seen that they were good except 
in five cases of Group 1. There is no doubt, in view of 
our present experience, that the treatment of these five 
cases should have been completed by operation. It is 
noteworthy also that in this series of cases healing after 
excision occurred by first intention in every case but one. 


Analysis of Late Results 


The late results in this series of cases have been in- 
vestigated with a view to ascertaining whether the prin- 
ciples of treatment outlined above have been successful 
in practice. The authors were fortunate in being able 
to procure the co-operation of the tuberculosis officers 
of the Essex County Council, to whom a questionary 
regarding the present condition of the patients was 
addressed. Information concerning eighty-one cases in 
the series was received. There is good reason for sup- 
posing that many of the cases about which information 
was not obtained did well, as some were taken off the 
register and others were given very good prognosis when 
they were discharged from the sanatorium. The follow- 
ing table embodies the information received in answer 
to the questionary : 


Taste Il.—Summary of the Late Results of Treatment 
in the Series 


Constitutional Constitutional 
Treatment with Treatment 
Forma! Excision only 
(54 Cases) (27 Cases) 
No. Percent.) No. Per cent. 
Present condition of neck : 
Satisfactory .. oe $2 96 24 89 
Unsatisfactory . . os 2 4 il 
Recurrence of glands... ‘a re 4 7 is 
Further treatment 2 a is 
Cosmetic result : 
Satisfactory .. 49 90 23 85 
Unsatisfactory .. os 5 10 4 1s 
Further tuberculous lesions... 0 0 


It will be seen from the table that the results taken 
as a whole are satisfactory, especially in view of the fact 
that many of the patients in the original series have had 
their names removed from the registers as no longer 
suffering from tuberculosis. The combination of con- 
stitutional treatment with formal excision gives slightly 
better results all round in spite of the fact that these 
cases were more severe. In considering the question ot 
recurrence of glands, certain of the excision cases re- 
quired another operation within a short time of the first 
one. In reality these recurrent glands were missed at the 
first operation and were not recent developments, as 
they were mostly caseous and broken down, The 
removal of a large superficial mass allows such glands 
to present more superficially in the neck. The reopera- 
tion cases were operated upon before the patients left 
the sanatorium, and such recurrences have not been in- 
cluded in the table. In a few cases the recurrence of 
glands mentioned in the table has not been sufficient 
to warrant further treatment. 

If any note was made in the questionary that keloid 
scarring was present the cosmetic result was regarded as 
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unsatisfactory. An interesting feature in late results is 
that no fresh foci of tuberculosis had been found to 
develop in any case. This supports the view that the 
lymphatic tissues of the body form a barrier to invasion 
by the tubercle bacillus, and when invasion is met with 
in this site blood-stream infections do not occur. This 
is also compatible with the fact that traces of old cervical 
adenitis are rare in cases under treatment in the sana- 
torium for tuberculosis at other sites, 


Causes of Failure 


Among the causes of failure must be included the type 
of gland already mentioned which becomes palpable 
owing to mechanical reasons, perhaps many months after 
a more superficial mass has been removed. True recur- 
rence of the disease, however, is indicated only by the 
fresh development of tuberculosis in a gland previously 
unaffected. In this series cases of failure have been 
found to be due most commonly to incomplete treat- 
ment. Either the constitutional treatment was inadequate 
or excision was not carried out when it should have 
been. In at least one case tonsillectomy was omitted and 
the infected tonsil was the cause of failure. The follow- 
ing cases are quoted to illustrate the various causes of 
failure. 

1. INSUFFICIENT CONSTITUTIONAL TREATMENT 


Case A; a Man aged 30.—This patient was admitted with 
a breaking-down gland in the right posterior triangle: there 
was much periadenitis. After some weeks the periadenitis 
had subsided ; at operation the gland mass was incompletely 
excised as there was some spread by abscess formation which 
was not clearly defined. The operation was finished by 
curettage. The wound healed by first intention in fourteen 
days. As the patient was anxious to return to business he 
was then discharged. One year later he developed a fresh 
tuberculous gland in the right submaxillary region. There 
was no trace of disease at the site of the previous lesion. 


Case B; a Boy aged 6.—Admitted from a hospital where 
inadequate tonsillectomy had been performed. There was 
a mass of tuberculous glands behind the left sterno-mastoid. 
These were removed, and after four months’ treatment in 
all\ the patient was discharged. He was readmitted a year 
later with an enlarged left submaxillary gland showing calcifi- 
cation. The tonsil on the left side was very unhealthy. 
During his second admission to the sanatorium tonsillectomy 
was performed and the left submaxillary gland removed. 
The causes of failure in this case were inadequate constitu- 
tional treatment in the first instance and failure of the 
original tonsillectomy. 


Case C; a Boy aged 6.—Admitted suffering from tuber- 
culous cervical adenitis with periadenitis and ulceration. 
After three months’ conservative treatment this had subsided 
considerably, and it became necessary to transfer the child 
owing to pressure of beds. The parents refused this and 
took the child home. Recurrences subsequently occurred, 
requiring further treatment. This case should perhaps not 
be included in the series as treatment was not completed in 
the first instance. 


2. CASES IN WHICH CONSTITUTIONAL TREATMENT FAILED ; 
OPERATION SHOULD HAVE BEEN PERFORMED TO 
COMPLETE CURE 


Case A; a Boy aged 5.—When admitted the patient had a 
large mass of left submaxillary glands with periadenitis and 
ulceration. Ten months’ constitutional treatment was given, 
and he was discharged with a persistent gland, which broke 
down again later. This was a “failed constitutional treat- 
ment” case which should have been treated by surgery at 
the Group 2 stage. 


Case B; a Girl aged 12.--Admitted with breaking-down 
gland in the left side of ‘he neck. After six months’ con- 


TUBERCULOSIS OF CERVICAxw LYMPHATIC GLANDS 


Tue Britisu 
MEDICAL JOURNAL 


— 


stitutional treatment she was discharged with a small, hard 
gland which lay at the bottom of a healed sinus. Afterwards 
the sinus reopened: this would not have occurred if the 
gland which had reached the Group 3 stage had_ been 
removed before discharge. 


3. CASE IN WHICH TONSILLECTOMY SHOULD HAVE BEEN 
PERFORMED 

A Girl aged 12.—-When this patient was admitted she had 
a small mass of glands in the posterior triangle, which healed 
well after seven months’ constitutional treatment. The 
tonsils were unhealthy, but were not removed. Four \ears 
after discharge there was recurrence at a fresh site in the 
submaxillary region. The patient was readmitted and ton- 
sillectomy performed, with excision of glands. 


4. CASES IN WHICH CAUSE OF RECURRENCE IS NOT KNOWN 

Case A: a Boy aged 14.—Admitted with multiple discrete 
glands in both sides of neck, the size of marbles. He had 
had five previous operations, and the diagnosis of tubercu- 
losis had been proved by pathological examination. He was 
treated by constitutidnal measures, including a plaster collar, 
for five months, and excision of glands on both sides of the 
neck was performed. He was then sent to a special school 
in the country. On his return home, however, recurrence 
siarted in the glands. These were of the non-caseating type. 

Case B; a Woman of 25.—This patient had had _ three 
operations for tuberculous cervical glands, followed by con- 
stitutional treatment at the sanatorium on each occasion. A 
recent report states that there is a fresh recurrence of tuber- 
culous glands. 

Conclusions 


In our opinion the conclusions below summarize our 
experience of tuberculous glands of the neck derived from 
the collection and study of the cases forming this series. 


1. The nasopharyngeal lymphatic tissue is the probabie 
path of entry for the tubercle bacillus in this disease. 


2. Tuberculosis of the cervical lymph glands is a local 
disease which does not give rise to metastatic lesions. 


3. Treatment is basically by constitutional methods 
aided at the proper time by active surgical procedures. 


4. When treatment is carried out according to the 
above plan results are satisfactory. 


Our thanks are due to Sir Henry Gauvain, under whose 
supervision the work has been done; and to Dr. W. A. 
Buliough and the tuberculosis officers of the Essex County 
Council, for their information concerning the present condi- 
tion of the patients in the series. 


— 
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An interesting case of lead poisoning is described in 
the annual report on the health of the city of Sheffield, 
the cause of the poisoning being contaminated beer. 
It was found that the patient had been a_ frequent 
customer at an establishment where beer was conveyed 
from barrel to beer pump through lead pipes. Of 
samples of the beer which had remained in these pipes 
overnight one specimen showed a content of lead of 
one-third of a grain per gallon of beer. Immediate 
action by the health department resulted in the replace- 
ment of the lead pipes by others of suitable material. 
Other breweries and licensed clubs in the city were 
notified of the danger and undertakings to discontinue the 
use of lead pipes within a reasonable time were given. 
The mortality rate from diphtheria during the year was 
the highest since 1915. A record number of cases (1.951) 
were admitted to the city fever hospital. In the majority 
of the severe cases the “ gravis” type of C. diphtheriae 
continued to be isolated. It was found that these cases 
tended to become toxic at a very early stage. Of eighty- 
four deaths thirty-seven occurred in cases which had 
received antitoxin within the first three days of the illness. 
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THE RELATION OF THE BLOOD GROUP 
OF THE INDIVIDUAL TO BLOOD 
DISEASES AND NEOPLASMS 


BY 


KENNETH I. E. MACLEOD, M.B., Ch.B., 
Lieut.1.M.S. 


Sometime Resident Clinical Pathologist at Manchester 
Royal Infirmary 


It is unfortunate that unless some obvious difficulties can 
be surmounted little or no conclusions can be drawn from 
any work of this nature. In the first place it is necessary 
to have accurate diagnosis ; secondly, to examine and test 
a very large series of cases; and, thirdly, the tests must 
be free from error, either in the technique employed or 
The results themselves 
must be carefully tabulated and recorded. 


It is readily understood that such work as this can only 
be undertaken at large treatment centres, and that the 
observers must have sufficient time, amounting to years, 
and infinite patience. Alternatively, small groups of 
observers from the medical field of the entire world could 
collect their results and by pooling their material get 
sullicient data from which to draw conclusions. It is in 
the latter respect that this small contribution is offered. 
Perhaps some indication of the probable direction of the 
results ts here presented. 


The Auto-agglutination Factor 


The blood grouping itself, and especially in so far as 
Group AB (Moss I) is concerned, must be done accurately. 
Factors such as the presence of auto-agglutination may 
mask the true group of the individual case. To eliminate 
such possible error all cases showing doubtful grouping 
were retested, often several times. The blood cells of the 
patient before testing against the stock sera were washed 
thoroughly in normal saline. In such cases, also, the 
cells of Known groups were tested against the patient's 
sera. This precaution was taken particularly in the case 
of patients whose blood fell into Group AB (Moss I). In 
some few cases even with all these precautions the blood 
group was indeterminate. 


In the cases which showed auto-agglutination—notably 
those suffering from gross anaemia, either of a primary 
nature or secondary on a neoplastic state—under the 
aforesaid conditions, it was proved, usually without diffi- 
culty, that the patient was either a true Group AB (Moss I) 
or alternatively some other group. 


Case 1.—W. C., a male suffering from a leukaemic condition 
of his blood, was an auto-agglutinator with apparent agglutina- 
tion in the stock sera. The cells after being thoroughly washed 
showed no agglutination in the stock sera, the patient of course 
falling into Group O (Moss IV). 

Case 2.—Mrs. C., suffering from pernicious anaemia, was 
also an auto-agglutinator and apparently a Group AB (Moss ]), 
but turned out to be a Group A (Moss II) on washing her cells. 
This was confirmed by testing known cells against her serum, 
and was reconfirmed easily when the patient recovered later 
from her severe anaemic condition as the auto-agglutination 
formerly present had disappeared. 


lt was noted in those patients who recovered from their 
©2vere anaemic condition that the auto-agglutination which 
had been present invariably disappeared. Their blood 
groups were then readily determined. It was also observed 
in those cases in which this phenomenon of auto-agglutina- 
tion had disappeared on recovery or improvement, and in 
which the original sera, stocked when the auto-agglutina- 
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ting properties were evident, had been kept, that the washed 
cells taken from the patients after their recovery showed 
neither agglutination in the fresh sera taken simultaneously 
nor in the original sera. This was noted in Case 2 above 
and also in Case 3. 

Case 3.—Mrs. S.. suffering from a haemolytic anaemia, was 
a marked auto-agglutinator and a Group AB. proven after 
taking the customary precautions. Following splenectomy the 
patient’s condition improved, and she lost the power of auto- 
agglutination. She was regrouped, and was found to be a 
true AB. Fresh blood cells taken after the improvement did 
not agglutinate either in her fresh serum, taken simultaneously, 
or in her original serum, taken when she showed the auto- 
agglutination. 

This auto-agglutination, due to pseudo-agglutination— 
that is, to a deformation and exaggeration of the rouleau- 
forming power of the blood—and essentially related to 
the sedimentation time of the red blood corpuscles as 
has been already definitely established, is obviously from 
the observations in Cases 2 and 3 mainly a corpuscular 
phenomenon, and only secondarily related to the patient's 
sera. The fresh cells taken from the blood of the patients, 
whose condition had improved sufficiently for the auto- 
agglutination to have entirely disappeared in the fresh sera 
taken simultaneously, were apparently not agglutinated 
in the original sera stocked when the phenomenon was 
evident—a fact that would indicate the cellular origin of 
the phenomenon. On the other hand it was noted, in the 
same cases which showed this auto-agglutination and in 
which the cells were thoroughly washed several times in 
saline, that they reacted accordingly to the true group of 
the individual in the stock sera A, B, O, when, previously 
unwashed, they were apparently agglutinated in all three 
stock sera, thus giving the impression that the group was 
an AB: also that the same washed cells were again auto- 
agglutinated in the sera of the corresponding patients. 
From this it may be observed that: 

(a) The unwashed cells were apparently agglutinated in all 
three stock sera. 

(b) Washed, they were not agglutinated in any of the stock 
sera if an O—and only in the appropriate sera if an A or B, 
and in all of course if the patient happened to be a true 
Group AB. 

(c) The same washed cells on retesting against the corre- 

sponding auto-agglutinating patient's serum showed again this 
auto-agglutination. 
This latter occurrence would lead one to believe that the 
serum had at least some part in the phenomenon in those 
cases. On the other hand, it has been shown that on 
diluting this serum through increasing dilutions the auto- 
agglutination became negligible in comparison with the 
continued agglutination in a genuine agglutinating serum, 
progressively diluted on a similar scale. 


Analysis of the Blood Disease Categories 


For the purpose of this work the blood diseases were 
observed in three categories and the individual blood group 
tabulated in the appropriate category. Other blood con- 
ditions such as haemophilia, purpura, polycythaemia, 
agranulocytosis, etc., were grouped also, but as so few 
cases of these were obtainable they were not included. In 
the latter diseases the groups of those tested were, with 
the exception of one B, entirely A’s or O's. 

The first category had the largest number of cases, and 
mainly consisted of pernicious anaemia. Of the 228 cases 
tested seventeen were of the achrestic and eighteen of the 
aplastic type of anaemia. 

In the latter two types of anaemia two of Group AB 
were noted, one to each type, and in the aplastic type one 
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Blood Groups 
Moss : IV Wi 1 
Diseases International Grouping : 
oO B A AB 
cases Abs. % Abs % Abs. % Abs. % 
(a) Blood Diseases : 

(i) Pernicious anaemia ee ee ee on 193 80 41.45 25 12.95 75 38.9 13 6.7 
Achrestic ” oe 17 9 — 7 1 
Category (i), total cases... 228 100 43.85 26 | 387 38.15 1s 66 

(ii) Haemolytic anaemia... 6S 30 46.2 6 92 26 40 3 4.5 
Categories (i) and (ii), total cases itd a4 293 130 44.36 32 10.92 113 38.56 18 6 14 

(iii) Leukaemias 24 2 | 3 125 8 33.3 1 4.2 
Total blood diseases, categories (1), (ii), and (iti) 142 44 35 121 32 19 6 
(b) Neoplasms : 
(i) Carcinomata 92 49 $3.3 9 98 30 32.6 43 
(iii) Intracranial group of neoplasms anda few others | 
Cerebral tumours oe ee ee 7 196 99 50.5 18 9.2 75 38.3 4 2 
Meningioma .. 18 9 — 1 7 1 
Acoustic and other neuromata 23 11 2 9 1 
Other tumours and spinal tumours. . 40 16 3 20 1 
.. .. | | a6 | | 49 | 2 | 426 3 4.9 
Tolcategory (il)... .. «384 | | | +o | o2 | 200 40.7 10 28 
Total categories Gi), ii), and .. | 8.3 180 39 14 3 
Normal for the hospital, calculated from 1,927 consecu- Rises 
live cases grouped oe 1,927 939 48.72 148 7.68 792 41.1 48 2.49 


Group B was found. Fifteen of Group AB and twenty- 
six of Group B were included in this series of 228 cases. 
The remainder were 100 Group O and eighty-seven Group 
A. The percentages of this series were thus: O, 43.85; 
B, 11.4; A, 38.15; AB, 6.6. The cases of pernicious 
anaemia alone numbered 193, and showed 41.45 per cent. 
of Group O, 12.95 per cent. of B, 38.9 per cent. of A, 
and 6.7 per cent. of AB. 

It is seen that Groups O and A approach one another 
very closely, Group A remaining roughly about the normal 
41 per cent. and, if anything, a degree or two under (the 
normal figures for the hospital are given in the table). 
Group O is well below the normal, 48 per cent. It is also 
noted that the rarer Groups AB and B are higher in 
numbers and percentages than normal—Group B almost 
twice and Group AB thrice the normal percentage. It 
was also noted clinically that in the latter groups the 
severest manifestations of the blood diseases often were 
generally evident. From this high incidence of the Groups 
AB and B in the blood diseases dealt with in this article 
one would like to make the statement that people falling 
into those blood groups are more susceptible to those 
diseases than people in the other groups, but, of course, 
to do so and to eliminate the element of coincidence would 
require much more intensive examination of a very large 
series of cases—into the thousands or tens of thousands 
if possible. 

In the second category only sixty-five cases were avail- 
able. This category included those diseases diagnosed as 
haemolytic anaemias of various types, acquired or 
hereditary (acholuric jaundice, etc.), with corresponding 
blood abnormalities, and with or occasionally without an 
enlarged spleen. A similar type of percentage chart to the 


above was again observed, but the similarity was not so 
marked. The figures were 46.2 per cent. of Group O, 
9.2 per cent. of B, 40 per cent. of A, and 4.5 per cent. 
of AB. 

The third category, and the smallest, included the 
leukaemias (lymphatic, myelogenous, and monocytic types, 
chronic or acute). In all only twenty-four cases were 
available. Among those were three of Group B and one 
of Group AB. The proportions were 50 per cent. of 
Group O, 12.5 per cent. of B, 33.3 per cent. of A, and 
4.2 per cent. of AB. 

The latter percentages are strikingly like those given 
by the series of carcinomata grouped. On this observa- 
tion one would like to conjecture some association 
between those two classes of disease—but of course that 
would be ridiculous on such small evidence. A_ point 
which should perhaps be made here is that in the hospital 
in which this work was done the proportion of cases 
of blood diseases may be higher than in the average 
general hospital. 


The Neoplasms 


The neoplysms were also treated in three categories; 
the last, the biggest, was included because of the large 
numbers of cases of intracranial tumours available which 
were grouped, in the majority pre-operatively. 

The first category included the carcinomata, and ninety- 
two caseS were grouped. There were 53.3 per cent. of 
Group O, 9.8 per cent. of Group B, 32.6 per cent. of 
Group A, and 4.3 per cent. of Group AB. 

The second category included the sarcomata, but only 
fifteen cases of the latter were available. These were 
nine of Group O and six of Group A. 
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The third category included the intracranial group and 
some others. The tumours were either non-malignant 
types—that is, meningioma, acoustic tumours, pituitary 
adenoma, non-malignant glioma, ete.—or occasional 
malignant types. 

A few spinal tumours, etc., of various types, and others 
were also included. There were 354 cases of known intra- 
cranial neoplasms grouped, sixty-one of which were 
pituitary tumours and were dealt with separately. 

The latter pituitary group gave 47.6 per cent. of 
Group O, 4.9 per cent. of Group B, 42.6 per cent. of 
Group A, and 4.9 per cent. of Group AB. 

The percentages of the larger remainder were 48.46 
of Group O, 8.87 of Group B, 40.27 of Group A, and 
2.38 of Group AB. 

The combined percentages of the whole 354 cases were 
48.3 of Group O, 8.2 of Group B, 40.7 of Group A, 
and 2.8 of Group AB. 


Conclusion 


In conclusion it was noted that of all the cases grouped 
in the hospital over the same period, in the instance of 
the blood diseases: 


(a) 1§.12°5 of ail Group O were blood diseases 


(b) 15.27% A ” 
(c) 23.65 % ” ” B ” ” ” 
(d) 39.58% AB ” 


Similarly in the case of the neoplasms it was noted that: 


(a) 24.389, of all Group O were neoplasms 

(22.72% «  w ” 

(c) 2551% « B 

(d) 29.16% AB 

It will be seen by these figures that only 31.26 per cent. 

of Group AB and 50.68 per cent. of Group B were dis- 
eases other than blood diseases or neoplasms, in com- 
parison with 60.5 per cent. of-Group O and 62 per cent. 
of Group A. It will be also observed how the neoplasms 
remained a steady 22 to 29 per cent. of each group, 
whereas in the blood diseases the A’s and O's were 
about 15 per cent. and the B’s and AB's were again 
strikingly high in comparison—23 per cent. and 39 per 
cent. respectively. 


Summary 


1. Before any conclusions can be formed as to the 
relation of the blood group of the individual to a par- 
ticular disease the facts and figures from a very large 
selection of cases must be examined. 

2. This is only feasible if the observer or observers have 
the necessary time to spend on the laborious testing of 
these cases, which must be very accurately diagnosed to 
be of any statistical value. 

3. It is more feasible, however, for a multitude of 
observers to note their findings regarding this relation of 
the blood group to the cases of any diseases at their dis- 
posal or to those of a particular disease in which they are 
interested, and, having collected their notes, to submit 
them to a common group of statisticians who could file 
the material. When sufficient data had been collected 
conclusions of probable interest and possible value might 
be derived from them. 

4. For contrast as well as control purposes, Cases 
from the two classes of diseases chosen for this article 
were blood-grouped. Some interesting figures were noted. 

5. Whereas for general purposes the total percentages 
of blood groups of the cases of neoplasms grouped were 
roughly within normal limits, it was noted, on the other 
hand, that there was a strikingly high incidence of blood 


diseases in the blood groups B and AB. It was also noted 
that many of the severest cases of the blood diseases fell 
into those latter blood groups. 

6. Several cases in which auto-agglutination was present 
were grouped, and it was interesting to note one or two 
points about this phenomenon. 


7. One would have liked to have more time to spend, 
and a larger number of cases at one’s disposal, in order 
that some definite ruling as to the ultimate direction of 
those figures could be established. 


My acknowledgements are due to Dr. J. F. Wilkinson of 
the research laboratory and to the late Dr. G. E. Loveday of 
the clinical laboratory, Manchester Royal Infirmary—to the 
former for allowing me to group a series of cases of the 
blood diseases and to the latter for allowing me the facilities 
of the laboratory. 

BIBLIOGRAPHY 
Lattes, Leone (1932). Individuaiity of the Blood in Biology and 
in Clinical and Forensic Medicine (English Translation), 
pp. 31, 48. 
o 
Clinical Memoranda 


Pre-eclamptic Symptoms following Success- 
ful Hormone Treatment of Sterility 


The following case appears to be sufficiently interesting to 
warrant being placed on record. 


The patient was a married woman of 26, suffering from 
menstrual irregularity, the cycle being lengthened to forty-two 
days. The flow when it appeared was excessively scanty 
and lasted only one or two hours. The condition was accom- 
panied by signs of hormone deficiency such as vasomotor 
instability and psychic depression, and by sterility. 

On examination keloid scars were observed on the knee 
and abdomen. The uterus was found to be normal in size, 
but the right ovary was very tender and had prolapsed. The 
distribution of bodily hair was normal, but “during the last 
six months the patient had inclined to the male type: the 
breasts had become smaller and the female fullness about the 
hips had been lost. She had marked sexual frigidity. Her 
weight was decreasing. 

It was decided to treat the patient with the follicular 
hormone progynon-B oleosum (Schering) according to the 
following scheme: an injection of 10,000 1.B.U. to be given 
on the first day after menstruation had ceased, followed by 
one on the seventh and the thirteenth, and, finally, on the 
nineteenth day the injections to be supplemented by oral 
administration of one dragée four times daily during the 
intermenstruum. It was decided to allow an interval in in- 
jection treatment until the next menstruation was over and 
then to repeat the course. 

The previous period had been on March 6, 1936, and lasted 
for about three hours. Following treatment a period was 
obtained on April 12 lasting one and a half days, followed by 
another on May 25 which lasted three days. On June 23, 
1936, the patient had a perfectly normal period, and she 
stated that it was the first she had had for some years. 
Treatment was also successful in producing normal develop- 
ment of the breasts, the patient becoming more feminine in 
appearance. The frigidity disappeared. The sterility was also 
overcome, and the patient became pregnant in July. Treat- 
ment was then suspended. On March 13, 1937, the patient 
complained of a swollen face and headaches. There was no 
albumin in the urine, and the blood pressure was normal. 

On March 15 her condition became much worse. There 
was marked swelling of the face and ankles, and traces of 
albumin in her urine, and for the first time she complained of 
spots before the eyes, with difficulty in vision: clinically a 
typical late pre-eclamptic picture. Her headaches were worse, 
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but the blood pressure was normal. She was admitted on that 
day to the Brighton Maternity Hospital. 

On admission it was found that pregnancy corresponded to 
thirty-six weeks. The blood pressure was 125 90. There was 
no albumin in the urine, but considerable oedema of the 
ankles was present, and visual disturbances were complained 
of. No other abnormal signs were observed. On March 16 
the membranes were ruptured artificially: this was followed 
on the 17th by some pain and a one-finger dilatation of 
the cervix. On March 19th the patient was fully dilated at 
2.30 a.m., and the delivery of a live female child followed. 
The placenta was delivered fifteen minutes later. The 
puerperium was uneventful. 


SUMMARY 


This case is of interest as being one of irregular 
menstruation amounting almost to amenorrhoea in which 
the menstrual cycle became normal following progynon 
treatment. In addition the sterility which had formerly 
been present was relieved. About the thirty-sixth week 
of pregnancy pre-eclamptic symptoms became manifest, and 
it is felt, in view of the present theories as to the pathology 
of eclampsia, that this is of special interest in association 
with a case of known hormonal imbalance. 

Robson and Paterson, in a paper published in the 
British Medical Journal (1937, 1, 311), give an account 
of their treatment of twelve cases of pre-eclamptic tox- 
aemia, using corpus luteum hormone (proluton, Schering). 
These authors state that clinical improvement appears 
to have been produced in these cases and that they 
believe the results to be sufficiently encouraging to warrant 
tests being made on a wider scale without delay. 


DISCUSSION 


In this case the patient's follicular hormone was substi- 
tuted by progynon-B oleosum. The signs of hormonal 
lack were overcome and the patient returned to normal. 
During pregnancy this substitution was discontinued and 
a pre-eclamptic condition developed. It is thought that 
this may give a clue to the cause of those eclampsias 
which have no premonitory toxaemic period and also of 
eclampsia in general. 

It is possible that there are two factors in eclampsia. 
First, the renal or toxaemic factor; and, second, as a 
result of this poisoning, a resultant damage to the 
hormone-producing system. It was this hormone lack that 
caused the symptoms in the above case. 

This theory also accounts for the fact that emptying the 
uterus does not cure eclampsia, for it is the lack of 
hormone that causes the condition and not merely the 
presence of a toxic substance. 

I wish to acknowledge the help of Mr. K. F. Mackenzie, 
under whose care the patient was in hospital. My thanks are 


also due to Messrs. Schering for the supply of progynon and 
to Dr. H. Neumann for suggestions as to dosage. 


Petworth, Sussex. W. ANTONY BALL, M.B., B.S.Lond. 


The Princess Royal on October 2 opened two new wings 
of the nurses’ home at the General Infirmary at Leeds. 
She was received by her husband, Lord Harewood, in 
his capacity as president of the hospital. Mr. A. P. 
Nicholson, the chairman, said that when the success of the 
appeal for £250,000 for extensions and improvements 
was assured the first work put in hand was the nurses’ 
home. A new out-patient department was being built, 
and a new wing for paying patients; also a large x-ray 
department. Dr. G. W. Watson, chairman of the Medical 
Faculty, thanked the Princess for her interest in this great 
undertaking and for her attendance that afternoon. 
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DISEASES OF THE LARYNX 


The Larynx and its Diseases. By Chevalier Jackson, 

M.D., Se.D., LL.D.. F.A.C.S.. and Chevalier L. Jackson, 

A.B., M.D., M.Sc.(Med.), F.A.C.S. (Pp. 555 ; 210 illustra- 

tions, 11 in colour. 35s. net.) Philadelphia and London: 

W. B. Saunders Co. 1937. 

The industry of Dr. Chevalier Jackson and his son is once 
again brought to notice by the publication of a joint work 
on the larynx and its diseases. It is naturally impossible 
to determine or even to guess the precise share in author- 
ship of the two writers, but it is quite evident on reading 
the book that every page is pervaded by the immense 
clinical experience and wisdom of the elder Jackson ; and, 
although the claim that the book is new is justified by 
the new illustrations and the new writing, the familiar 
opinions and teachings constantly reappear. There is in 
consequence not a great deal that calls for comment in 
one direction, for there is nothing particularly novel, but 
in another direction the fullness of the descriptions, the 
magnificent new coloured plates and other illustrations 
with which the book is liberally adorned, must excite 
admiration and satisfaction that Dr. Jackson has collected 
all that he has to say about the larynx between the covers 
of a single volume. " 

The Jacksons are gently apologetic for the style of 
writing and deprecate any effort towards the finish of a 
Macaulay, but the style is the Jackson style, and it is well 
that it should remain itself and attempt no imitation. The 
same is true of the illustrations, even of those which are 
photographic reproductions, and when on page 458 Dr. 
Jackson is seen sitting in the corner of an automobile 
gazing at a hideous rag doll beside him, and then taking 
it across his knee to perform tracheotomy, no flicker of a 
smile is visible. 

In a few matters of detail the reader is left with a vague 
impression—for example, in the definition of contact ulcer. 
This disease is Dr. Jackson’s own, and although it is 
beautifully illustrated with a coloured plate all to itself 
and fully described, and carefully differentiated from 
pachydermia, yet the reader is left to wonder what this 
curious disease really may be. Mostly, however, the 
opinions and the statements are definite enough, and the 
authors have managed even to be quite clear on ihe 
subject of precancerous conditions. To deny their exist- 
ence is to confess insufficient clinical experience, and so 
far as the larynx is concerned this difficult question has 
been admirably clarified. The authors use the words 
pachydermia, keratosis, and leukoplakia with clearly de- 
fined separate meanings which are of great assistance 10 
a proper understanding. 

There are revealed naturally certain differences in the 
importance or incidence of types of cases presenting them- 
selves in the United States. For example, chronic 
laryngeal stenosis cannot be so common in Great Britain 
as it appears to be both on the continent of Europe and 
in America, but it is probably diminishing in America also, 
as the profession there has been gradually educated not 
to perform high tracheotomy. 

Where everything is so modern and the authors are so 
entirely independent and reliant altogether on their own 
experience and opinions, it seems strange to discover them 
in the part of /audatores temporis acti; but that they 
regret the passing away of Prohibition there can be no 
doubt, and they look forward to a higher incidence of 
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chronic laryngitis and pachydermia in the American of 
the near future. There is one part only of the book that 
is not Jacksonian, but inserted for the sake of complete- 
ness. The Jacksons do not themselves practise the opera- 
tion of laryngectomy, the one thing they do not do to the 
larynx, but why such an extraordinary method of excising 
the larynx should be advocated is beyond understanding. 


THE BACKWARD CHILD 


The Backward Child. By Cyril Burt, M.A., D.Sc. 

(Pp. 694; illustrated. 20s. net.) London: University of 

London Press. 1937. 
Dr. Cyril Burt in his study of the subnormal child has 
followed up his book on “ The Young Delinquent” with 
a further volume on “ The Backward Child.” It follows 
much the same plan as the former volume, and is 
characterized by all that thoroughness and skill which 
the author has shown in his previous publications. It is 
a large book, and is a comprehensive---one might almost 
say complete—account of what is at present known of the 
class of child with which it deals, as distinguished from 
the normal child on the one hand and the technically 
mentally deficient child on the other. As one would 
suppose, the work is intended primarily for the school 
teacher, especially the elementary school teacher, but it 
will be found of special value also to school medical 
officers, to social workers, and, indeed, to all who are 
interested in the welfare and education of children. It 
contains many useful illustrative tables and a number of 
interesting photographs. 

It is a thoroughly practical book. The author is more 
concerned to help the teacher in his work than to pro- 
pound psychological or genetic theories. He emphasizes 
first of all that the generic terms * dull “ and “ backward ~ 
cover a great variety of conditions, that “every case is 
unique,” and that no case can be properly dealt with in 
the absence of a somewhat elaborate scientific investiga- 
tion, an investigation which must be carried out primarily 
and for the most part by the teacher himself, whatever 
help he may receive from others on particular points. 
The causes of backwardness, as well as the forms in which 
it manifests itself, are equally various, and Dr. Cyril 
Burt’s book is mainly given up to showing how a back- 
ward child should be submitted to investigation, and by 
taking the several possible causal factors seriatim and ex- 
pounding them and their modes of action. Successive 
chapters review social and scholastic conditions, including 
irregular attendance or inefficient teaching at school, and 
poverty and environment in the home; physical condi- 
tions, including defects of development and of general 
health ; special sensory and motor defects, including those 
of vision and of hearing; intellectual factors, whether of 
general intelligence or of special capacities ; and defects 
of temperament and character. All these are clearly and 
carefully assessed and explained, and there are two par- 
ticularly full and very valuable chapters on left-handedness 
and on defects of speech. 

Dr. Burt is very careful in drawing inferences. He 
points out that simply to enumerate the conditions in a 
backward group alone would of itself prove little or 
nothing, and that the study of a control group of normal 
children is indispensable. He insists that in all but a 
very small number of cases several of the untoward 
circumstances combine to produce the result. For 
instance, stupidity is not the inevitable result of poverty, 
though poverty seems its commonest concomitant ; and 
even when defective inheritance seems a predominant 
factor there are almost always others which are con- 
tributory to a greater or less degree. As adverse condi- 


tions are multiple and complex, so single or simple 
remedies are usually unavailing. The most powerful 
influences are the efficiency of the mother and the under- 
Standing and skill of the teacher, though in many cases 
the care of the doctor also is essential. The facile hopes 
and ill-founded opinions of the fond parent, the inexperi- 
enced teacher, and the family doctor imperfectly ac- 
quainted with the fundamental condition and contributing 
causes, are strongly to be deprecated. No more valuable 
piece of work than this comprehensive and wise and 
authoritative book has yet been done to enable all these 
and others interested to appreciate what dullness or back- 
wardness in a child means, how the various causes can 
affect the child in numerous ways, and how much can 
be achieved by medical, social, and educational agencies 
to avoid the untoward consequences of an imperfect or 
wrong diagnosis, and to ameliorate the condition when it 
has been discovered at an early stage in a vast number 
of cases. 


NEURO-PSYCHIATRY AND ENDOCRINOLOGY 


The 1936 Year Book of Neurology, Psychiatry and Endo- 
crinology. Edited by Hans H. Reese, M.D., Harry A. 
Paskind, M.D., Ph.D., and Elmer L. Sevringhaus, M.D. 
(Pp. 800. 3 dollars or 12s. 6d., postage 6d.) Chicago: 
Year Book Publishers: London: H. K. Lewis and Co., 
Ltd. 1937. 
This yearbook for 1936 continues the excellent record of 
its predecessors. Its usefulness is enhanced by the intro- 
ductions by the editors of each section, in which they 
stress what they regard as the most significant advances of 
the year. Thus under the title “ Constitution, Heredity, 
Allergy ~ there is an interesting review of Petersen's study 
of the contrasts between pyknic and leptosomatic types in 
which he tries to correlate the temperamental with the 
biochemical characteristics. One is not altogether con- 
vinced, but such an approach should stimulate further 
research. In the treatment of myasthenia gravis we are 
told that the effects of prostigmin can be prolonged by 
oral administration of 3 grains of potassium chloride four 
times daily at two-hourly intervals, and that when doses 
exceeding | mg. of prostigmin are required abdominal 
discomfort can be avoided by giving 1/100 grain of 
atropine sulphate at the same time. Gray Walter's studies 
on the localization of cerebral tumours by electro- 
encephalography receive the full attention that they merit. 
The treatment of schizophrenia by the induction of 
hypoglycaemic shock with insulin is perhaps the most 
novel and controversial development of psychiatry during 
the period under review. Some observers think that all 
that this method can achieve is to hasten and prolong the 
remissions that normally occur, while others conclude that 
the figures for remissions under this treatment are in such 
marked contrast to any hitherto published that there can 
be no doubt as to its value. The most plausible theory 
as to its mode of action is that it stimulates carbohydrate 
metabolism in the central nervous system. Allied to this 
is the use of insulin, combined with dextrose if necessary, 
to combat withdrawal symptoms in morphine or heroin 
addiction. Piker reports ten cases successfully treated 
thus. He suggests that there is some relation between 
addiction to morphine and carbohydrate metabolism. Cer- 
tainly here as elsewhere insulin greatly aids in re-estab- 
lishing adequate nutrition, but this is not enough to 
explain its immediate effect in relieving the patient's 
distress. 
Herrick’s views on psychiatry (page 311) are not com- 
plimentary ; he regards it as “* the last stronghold of those 
mystics who rest content with the disembodied functions 
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of the pre-scientific age and [with] verbal symbols. This 
is a hangover from ancient mythologies.” Close on the 
heels of this follows Hyman’s criticism of the value of 
psycho-analysis, which he attacks not so much for its 
mysticism as for its materialism, pointing out among 
other things that the insistence on the initiate himself 
being analysed adds a financial burden which effectively 
reduces competition by restricting the entry into the ranks 
of approved psycho-analysts. He believes that the isola- 
tion of psycho-analysis from the rest of medicine is due 
in large part not to the hostility of the large body of 
physicians but to the reticence and arrogance of the 
analysts. Hard hitting, this! 

Dr. Sevringhaus, in an interesting introduction to the 
section on endocrinology, suggests that all endocrine 
activity should be thought of as serving the functions of 
communication, correlation, and catalysis. In develeping 
this theme he shows how this approach will avoid undue 
emphasis on the importance of any one endocrine activity, 
and will lead to a new aspect of biology, which will be 
absorbed into general medicine as biochemistry, nutrition, 
and other contributions have been. 

Altogether a helpful and entertaining volume, and no 
mere series of abstracts. 


CHEMICAL PHYSIOLOGY 


Einfiihrung die Chemische Physiologie. By E. 

Lehnartz. (Pp. 420; 66 figures. RM. 18; geb.. RM. 

19.60.) Berlin: J. Springer. 1937. 
In writing his Introduction to Chemical Physiology, Pro- 
fessor Lehnartz no doubt had clearly in his mind the 
class of student for whom the book was intended. That 
point may not be quite so clear to teachers of the subject 
in this country. It contains a great deal too much for the 
ordinary medical student, and it is obviously not designed 
for those reading for higher research degrees. Probably 
it is best suited to those students who, being much above 
the average in scientific attainment, are destined from the 
beginning for honours in physiology or biochemistry and 
would therefore be able to take full advantage of 2 com- 
prehensive volume of this type. It may be said at once 
that the book is typically thorough in the way it covers 
in each chapter the whole of the ground leading up to 
concise presentations of the most important of recent 
work. 

The arrangement is in four main sections, the first two 
dealing with fundamental chemistry and physical chemistry 
respectively, the third embracing vitamins, hormones, and 
enzymes, while the last is concerned with metabolism, 
interpreting that term in its widest sense. The “ chemische 
anatomie,” to use the author’s own term, contains all the 
essential material, with the exception of any reference to 
the chemical synthesis of the amino-acids. That part de- 
voted to the vitamins, hormones, and erzymes is probably 
the best in the book, and is a model of compression, for 
it contains within a reasonably short space the essence of 
these subjects, in connexion with which there has been 
such a wealth of discovery. Some portions placed towards 
the end of the last section do not quite reach the standard 
of the rest, rather suggesting that the author himself had 
less interest in the general chemistry of the body fluids 
than in the other departments of his field. In the final 
subsection the bracketing together of skin and milk seems 
a little curious despite the author's explanation, and it 
would have been better if these had been considered 
under entirely separate headings. 

Taking the volume as a whole, the presentation of the 
subject-matter would have been rendered more palatable 
to the student by the inclusion of brief explanations of the 
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nature of the actual methods of investigation. Illustra- 
tions are sparingly used except in the hormone chapiers. 
More should have been introduced, not only for their 
intrinsic value but also because their presence tends to 
make the background of solid material facts seem less 
ponderous. In general, however, the book has much to 
commend it, but, for reasons stated at the beginning of 
the review. its circulation in this country may be somewhat 
limited. 


NEUROLOGICAL TUMOURS 


Tumors of the Nervous System. An Investigation of the 
Most Recent Advances. Proceedings of the Association 
for Research in Nervous and Mental Disease. Vol. xvi. 
(Pp. 493; 213 illus.; 64 tables. 34s.) Baltimore: The 
Williams Wilkins Co.; London: Baillitre, Tindall and 
Cox. 1937. 
The appearance of a new volume of the publications of 
the Association for Research in Nervous and Mental 
Disease is always a pleasure, since it is sure to contain 
something new and much that is interesting. The present 
volume, in its general level and freshness of interest, com- 
pares favourably with those that have already appeared. 
As its subtitle indicates, it makes no attempt to cover the 
whole subject but rather to indicate growing points in 
research and new diagnostic methods. It begins with a 
description by Drs. Canti, Bland, and Dorothy Russell of 
what they have learnt from the study of cinematographic 
records of the growth of gliomatous tissue in cultures. 
The chapters on the metabolism of brain tissue (by Dr. 
Wortis) and of brain tumours (by Drs. Victor and Abner 
Wolf) provide fresh information on this new method of 
research. Two advances in clinical diagnostic methods 
come from the New York Neurological Institute; Dr. 
Elsberg’s special olfactory tests for the localization of brain 
tumours and Dr. Cornelius Dyke's encephalographic 
studies of tumours of the corpus callosum. Each deals 
with a refinement of technique which should be of definite 
value. Dr. Leo Alexander has made a careful anatomical 
study of malformations in the region of the foramen of 
Luschka, indicating their developmental origin and _ their 
relationship to tumours and cysts in the ponto-cerebellar 
angle. 

The other chapters contain less new matter but are 
valuable reviews by men with unusual experience in the 
subject with which they have dealt. The last two 
chapters, on tumours of the peripheral nerves and nerve 
endings, have the special interest, to neurologists at least, 
of being written by general pathologists who can from 
a vast experience bring these tumours into line with those 
which arise from non-nervous tissues. Dr. Ewing’s com- 
ments on these articles are a valuable addition to the 
chapters. 

The book as a whole is an example of fine team work 
and a reflection of the high standards of American 
neurology. 


Notes on Books 


The Doctors’ Booklet, by WALTHER KLUSSMANN (Leipzig: 
Georg Thieme, RM. 4.80), is, as the subtitle indicates, 
“a collection of words of wisdom for the doctor's leisure 
moments and a guide to daily practice.” The book was 
originally intended to be the joint work of Dr. Erwin Liek 
and the compiler, who is a dentist at Bad Harzburg, but 
the former’s untimely death prevented the execution of 
this plan. Professor Klare, in the foreword, quotes 
Goethe's saying that one should every day hear at least 
one good song, read a good poem, and see one excellent 
picture. In like manner he hopes that this little treasury 
will be the friend and companion to the doctor and 


TISH 
MURNAL 


llustra- 
1apters, 
r their 
‘nds to 
less 
uch to 
ling of 
newhat 


f the 
ation 
XVi 
The 
and 


ons of 
Mental 
rontain 
present 
com- 
peared. 
ver the 
ints in 
with a 
sell of 
rraphic 
iltures. 
by Dr. 
Abner 
10d of 
ethods 
Dr. 
f brain 
raphic 
| deals 
lefinite 
omical 
ren of 
1 their 
ebellar 


ut are 
in the 
t two 
nerve 
least, 
from 
those 
com- 
io the 


work 
erican 


ipzig: 
icales, 
leisure 
k was 
1 Liek 
g, but 
on of 
juotes 
least 
-ellent 
asury 


r and. 


Oct. 16, 1937 


NOTES ON BOOKS 


Tue British 
MEDICAL JouKNAL 751 


brighten the greyness of his daily life. The work consists 
of an anthology of pithy sayings by medical men from 
Hippocrates to Sauerbruch, and by laymen from Sophocles 
to Schopenhauer, as well as comments by Dr. Liek and 
Herr Klussmann. Indexes of names and subjects would 
add to the usefulness of this delightful little book. 


Dr. CHARLES NEWMAN broke new ground six years ago 
when he wrote his small practical book Medical Emer- 
gencies. For a second edition (J. and A. Churchill, 8s. 6d.) 
the author has revised his material and made several 
improvements. The account of gas poisoning has been 
rearranged to include the war gases. The description of 
the technique of blood transfusion has been rewritten in 
the light of Creed’s discovery that the reactions after 
citrate transfusion can be avoided by using only freshly 
distilled water. A note on the treatment of pain in 
general is substituted for the section on migraine. There 
are new sections on coma in hot climates, asthma, and 
the treatment of haemoptysis by artificial pneumothorax. 
Agranulocytosis receives notice in the section on miscel- 
laneous emergencies. 


SIMPLE TRACTION TABLE FOR HIP NAILING 
OPERATIONS 
Mr. R. Warson-Jones, F.R.C.S. (Liverpool), writes: 


An inexpensive traction table has been designed on the 
simplest possible lines for plaster work and hip operations. 


Reg. Design 
No. 821116 


Fic. 2. 


Extra-articular nailing in fractures of the femoral neck and in 
arthrodesis of the hip-joint demands radiographic control and 
€as\ access to the hip and thigh. Every unnecessary joint, bar, 
and screw has therefore been discarded. The framework has 
been removed as far as possible from the hip to facilitate 
towelling and aseptic technique. and to avoid interference with 
lateral and antero-posterior radiography (Fig. 1). The perineal 


post is constructed of wood with sorbo rubber protection for 
the perineum, and the pelvic rest is of aluminium so that there 
is no opaque shadow on the x-ray film, and both can be 
boiled. 

There is no table-top to be lowered by complicated 
mechanism, so that the freest possible access is allowed to the 
front, side, and back of the hip-joint. The shoulder-rest can 
be lengthened or shortened for patients of varying size. The 
foot-pieces are of a simple type to which the limbs may be 
fixed by strapping or plaster. 

The foot extension bars may be removed to facilitate 
transport. On the suggestion of Mr. G. Pulvertaft, the four 
main longitudinal bars are now divided centrally so that the 
table may be completely dismantled into two halves and quite 
easily carried by one person, or put in the back of a car. 
Figure 2 shows the table in actual use for nailing after arthro- 
desis of the hip. Two Siemens heliospheres are used for 
radiography. 

The table is made by the Holborn Surgical Instrument Co., 
Ltd., and it costs £19 10s. (with chromium plating £25). 


MODIFIED BOYLE-DAVIS GAG 
Dr. ALex. Russet (Southampton) writes: 


l have devised an attachment for the Boyle-Davis gag which 
consists of a metal plate fitting on to the palate and alveolus 


of edentulous patients. It is easily inserted, firm in position 
and is interchangeable with the usual hooks which fit on to 
the upper incisors, and which readily slip when these teeth are 
absent. 

A HOSPITAL MATTRESS 


Dr. H. RoLanp SeGar (Wellhouse Hospital, Barnet) writes: 


In connexion with the equipment of a new puerperal sepsis 
block, where mattresses will be frequently sterilized, 1 experi- 
mented some months ago with various types of mattresses. In 
the type finally selected the interior spring is a continuous 
hand-woven, high-tensile steel wire, guaranteed for five years. 
It will withstand without deterioration many hours in a high- 
pressure steam sterilizer: Owing to a patented process the wire 
does not rust, nor is the resilience of the spring affected. There 
being a continuous weave, individual springs have no joins, © 
and there is therefore no noise. There are no projections to 
wear through the coverings, and the weight of the patient is 
evenly distributed over a considerable length of wire. The 
other advantages of this kind of mattress are that there is no 
displacement or sagging: the covering is of greatly increased 
durability compared with those in general use; there is un- 
interrupted ventilation through the entire spring to the outside 
air; it can be used unaltered tor nursing in the Fowler 
position ; it can be lifted easily by one person, and the usual 
handles are provided on either side; and finally, it can be 
rolled. The mattress is manufactured by the Raco-Epeda Co, 
Ltd.. Colnbrook Mills, Colnbrook, Bucks. 


Preparations and Appliances 
5 
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BROWN BREAD VERSUS WHITE 


At a combined meeting of the Sections of Nutrition 
and Obstetrics and Gynaecology at Belfast this 
summer Sir Robert McCarrison drew attention to 
the importance of the provision of bread made from 
lightly milled cereals instead of the highly milled 
white bread which accounts for from 80 to 94 per 
cent. of the bread consumed in this country. Under 
present conditions in the baking trade bread may 
be divided into three main classes: (1) white 
bread, from which both the bran and the germ of 
the wheat have been removed ; (2) ordinary brown 
bread, which contains bran but very little germ ; 
(3) “germ,” whole-meal, or health breads, in 
which wheat germ with or without bran is incor- 
porated. The last may be made from lightly 
milled flour, or from white flour to which has been 
added germ—sometimes after being stabilized to 
prevent rancidity. For nearly seventy years 
“white ” flour in England has signified flour from 
which both germ and bran have been removed by 
“ bolting.” The removal of the germ deprives the 
flour of a number of important food substances, 
and for many years past authorities have debated, 
sometimes with a good deal of acerbity, whether 
the loss is of any serious importance in prac- 
tical nutrition. In 1929 Hartwell and Mottram’ 
argued from the results of rat-feeding experiments 
that propaganda urging the use of brown bread by 
the working classes was uncalled for. They also 
stated that it could be taken as certain that brown 
—that is, whole-meal—bread contains more protein 
of good biological value, more vitamin B,, and 
more minerals, but held that in the mixed diet 
consumed even by the poorer classes deficiencies 
of white bread were adequately made up from other 
sources in the diet. 

Of the physiologically important constituents 
which are removed with the germ, vitamin B—and 
particularly the component B,—is one requiring 
careful attention, for it seems probable that the 
protein and mineral deficiencies of white bread are 
far more likely to be made good by the other 
articles of the diet, even in the diets of the poor, 
than is this particular defect. The use of the 


bradycardia test by Harris, and independently by 
Baker, Wright, and Drummond,’ in place of the 
growth test, leaves no doubt as to the superiority 
of brown bread over white as a source of vitamin 
B,. Baker, Wright, and Drummond accept the 
estimate of Cowgill, which they have themselves 
verified, that a 10-stone man consuming 3.000 
calories daily needs 300 international units (1.U.) of 
vitamin B, to protect him from beri-beri. This is 
the minimum requirement. It is reasonable to 
suppose that the full physiological requirement is 
higher than this, and they regard 500 1.U. as a 
moderate estimate thereof. They direct attention 
to the well-established facts that increased body 
weight, increased consumption of food, and 
pregnancy call for an increased intake of vitamin 
B, and that a positive correlation exists between the 
total carbohydrate content of the diet and the 
amount of B, necessary. The requirements of the 
poorer people who habitually eat carbohydrate-rich 
diets are therefore greater than those of more for- 
tunate individuals. Morgan and Frederick, in 
1935, estimated that whole-wheat bread (fresh) 
contained 98 to 130 1.U. of vitamin B, per 100 
grammes of bread (that is, | to 1.3 per gramme), 
and that white bread (fresh) contained 0.3 unit per 
gramme. Baker, Wright. and Drummond _ have 
arrived at estimates of a like order, but they find 
that there is considerable variation in the vitamin 
B, content of bread and give as average values 1.15 
units and 0.15 unit per gramme for whole-meal 
and white bread respectively. Sometimes it is 
claimed that the yeast employed in baking is 
valuable in making good the deficiency of the flour 
in B,. Ordinarily this is not so. Bakers’ yeasts 
vary considerably in vitamin B, content, but the 
figure 4 I.U. per gramme is a reasonable one 
to assume. An addition of 30 to 60 oz. of such 
material to a 280-lb. sack of flour does little 
to improve the nutritive value of the loaf: 
* Actually 0.66 Ib. of flour with a B, content of 
0.15 I.U. per gramme together with this proportion 
of yeast will yield a 1-lb. loaf with a value of 0.12 
1.U. per gramme.” 

A striking fall in the consumption of bread and 
flour has, according to Lloyd and Orr, occurred 
during the past hundred years. The consumption 
of flour in 1840 corresponded to about 21.3 oz. of 
bread per day; in 1934 it was only 11.6. Re 
garding the former as a whole-meal product with 
a vitamin B, value of 26 units per oz. and the 
white flour as having about 5 units per oz., Baker, 
Wright, and Drummond calculate that the change 
in character and intake of bread alone has caused 
a reduction in available vitamin B, of from 550 
units to less than 60. They give some interesting 


* Lancet, 1929, 2, 892. 


* J, Soc. chem. Ind., London, 1937, 56, 191. 
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figures showing how high an intake of vitamin B,, 
mainly in the form of bread, was provided even 
by the poor person’s diet before the introduction 
of the modern white-flour bread. Thus, in 1670 
ihe soldier’s ration contained 1,000 units of B, a 
day ; in 1782 the diet of the parish poor contained 
660 to 850 units; and in 1838 the Poor Law diet, 
City of London, contained 1,230 units. A very 
different picture is seen now: the “ daily vitamin B, 
intake ranges from about 290 units at the lowest 
income level to 450 to 550 units at the two highest 
income levels. Thus the best-fed members of the 
population to-day, while getting twice as much 
vitamin B, as people on a low income level, yet con- 
sume less vitamin B, than the parish poor of the 
eighteenth and early nineteenth century.” Cathcart 
and Murray found that in fifty-three families, con- 
suming over 3,000 calories per man per day, 64 per 
cent. of the calories are derived from foodstuffs 
poor, or completely lacking, in vitamin B,—that is, 
meat, bread, and sugar. There is therefore good 
reason to regard vitamin B, deficiency as an out- 
standing fault in the diets of many millions of 
people in this country. This being so, it becomes 
necessary to learn what effects this chronic 
deficiency is having upon them. Many years ago 
(1918-19) McCarrison, as a result of his experi- 
ments upon animals, concluded that the deficiency 
existed and that its effects were manifested chiefly 
as disease of the gastro-intestinal tract. In this 
connexion Baker, Wright, and Drummond refer 
to the results of an experiment carried out by them. 

It was planned to demonstrate the types of 
disorders which arise from subsistence for long 
periods on diets deficient in vitamin B, and con- 
sisted in observing two large groups of rats 
(approximately 500 in each) one of which was fed 
on a diet planned to be satisfactory in every 
respect while the other was defective in vitamin B. 
(The investigation was planned and begun (1931) 
before the differentiation of the components of the 
so-called B complex had been achieved. In the 
light of later work it seems certain that the signifi- 
cant difference between the two diets was in respect 
of vitamin B,—aneurin.) The deficiency in the 
second diet was not so great as to produce an acute 
condition in the animals; indeed, the amount of 
Vitamin was from time to time regulated so that 
although growth and development were not 
Seriously retarded there was never sufficient for 
the full physiological needs. The most striking 
difference noted between the animals of the two 
groups concerns the incidence of lesions of the 
gastro-intestinal tract—20 per cent. in the group 
receiving the “ adequate diet ” and 63 per cent. in 
the group receiving the “ deficient diet.” No fewer 
than eighty of the deficiently fed animals had 
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chronic ulcers of the stomach, seven of which per- 
forated. Also marked, but not so impressive, is 
the greater incidence of cardiac and renal disorders 
in the rats fed on the deficient diet. While it may 
be doubted whether the “adequate” diet was 
indeed adequate, these results must be regarded as 
highly significant: ‘they fully support the view 
expressed so often and so emphatically by Sir 
Robert McCarrison that vitamin B deficiency is 
responsible for a very large number of the common 
disorders of the alimentary tract.” In a lecture 
delivered before the Royal College of Surgeons of 
England and published in this Journal in June, 
1931, he said: “Of all the faulty diets I have 
used that composed of white bread, margarine, 
tea, sugar, jam, preserved meat, and scanty over- 
cooked vegetables—a diet in common use by many 
people in this country—proved to be one of the 
worst, and most likely to be associated in rats with 
many of the morbid states I have mentioned, es- 
pecially diseases of the lungs and gastro-intestinal 
tract “—diseases, we may add, from which one in 
every three sick persons among the insured classes 
in England and Wales suffers. 


CONTROL OF DANGEROUS DRUGS 


The Council of the League of Nations at its 
meeting last month received a report from its 
Advisory Committee on the Traffic in Opium and 
Other Dangerous Drugs. Since 1928 the world 
manufacture of morphine has fallen from 58 tons 
to 31, that of diacetylmorphine from 34 tons to 
less than half a ton, and that of cocaine from 
6} tons to 4 tons, and it is now considered that 
the world consumption of these drugs is nearly 
approximating to legitimate needs, though there are 
disquieting reports about poppy cultivation and the 
manufacture of opium and heroin in Manchukuo. 
In the years 1925-30 the illicit traffic in morphine 
increased to a far greater extent than was realized. 
At least 90 tons of morphine manufactured during 
that period in excess of legitimate requirements 
passed into illicit traffic. A subject now engaging 
attention is the medical use of codeine as a substi- 
tute for morphine, and the possible danger of its 
abuse as a drug of addiction. A special investiga- 
tion on this subject, in which expert advice is being 
sought from scientific institutions, is now proceed- 
ing. The committee is anxious to keep in touch 
with experiments in replacing narcotic drugs by 
other analgesic substances; the representative of 
Poland reported on some experiments carried out 
at Vilna with a product known as cephaline for 
relieving pain in cancer cases, and some work of 
the kind is going on in Japan. The comparative 
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pharmaco-dynamic properties of certain drugs 
used as substitutes for morphine—namely, eucodal, 
dicodide, dilaudide, and acedicone—have also 
been under discussion, and the Secretariat of the 
League is preparing a memorandum embodying 
such information as has been collected. 

The representative of the United States reported 
on work carried out in his country, with the assist- 
ance of grants from the Rockefeller Foundation to 
the National Research Council, on the study of 
drug addiction. During the last year, he said, 
three new substances had been patented, consisting 
of new ethers of morphine and its dihydrogenated 
derivative, dihydromorphine, and the new patents 
had been presented to the Secretary of the United 
States Treasury so that he might exercise general 
supervision Over experimental studies with these 
substances. It is hoped that they may be useful 
in substituting non-habit-forming drugs for the 
habit-forming derivatives of opium. The same 
country has also placed at the disposal of the 
Advisory Committee a clinical study on the use 
of bromsalizol or monobromsaligenin in the treat- 
ment of pains accompanying chronic arthritis. 
Another matter which has occupied attention is 
the preparation of standard rules for the control of 
pharmacies, and a memorandum has also been 
prepared showing that abuse and falsification of 
medical prescriptions occur in many countries. 
The representative of Mexico stated that in his 
country the issue to medical, dental, and veterinary 
practitioners of special books of forms for the 
writing of prescriptions, printed on special paper 
and consecutively numbered, had proved useful, 
and this suggestion is to be further examined. 
Finally, a subcommittee on the subject of Indian 
hemp has held three sessions. “The subcommittee 
finds that the data as yet before it in regard to the 
medical use of derivatives of Cannabis indica are 
still very limited. The reports so far received 
express the opinion that the medical value of these 
derivatives is doubtful, that their use is decreasing, 
and that at least one country contemplates dropping 
them from its pharmacopoeia. (No preparation of 
Indian hemp appears in the British Pharmacopoeia 
of 1932.) An examination of 125,000 prescriptions 
in the United States showed that only 4 or 5 in 
each 10,000 called for derivatives of cannabis. 
Information in regard to insanity resulting from the 
use of cannabis and to the relation between 
cannabis addiction and crime has been presented, 
and the experts have been asked to collect all 
information available on these subjects throughout 
the world. : 

So far as the United Kingdom is concerned, the 
report for 1936 of H.M. Government to the League 
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drugs is a reassuring one. If all the Governments 
which are parties to the Conventions of 1912, 
1925, and 1931 could furnish equally complete and 
satisfactory returns the problem of the international 
traffic in narcotics would be nearing solution. 
Inasmuch as raw opium, the coca plant, and Indian 
hemp are not produced in this country, administra- 
tion of the International Conventions is mostly 
concerned with the manufacture, trade, and dis- 
tribution of the drugs derived from imported raw 
materials. The Pharmacy and Poisons Act of 
1933 and the rules made under it came into full 
operation on May 1, 1936, but these did not 
materially modify the arrangements in regard to 
the sale and supply of dangerous drugs. It is 
reaflirmed that addiction to narcotic drugs is not 
prevalent in the United Kingdom, and, indeed, that 
the number of addicts known to the central office 
is approximately 616—313 men and 303 women: 
137 members of the medical profession are found 
in the list. Morphine is the drug mostly resorted 
to, less frequently heroin or cocaine. As regards 
international trade the system of import certificates 
and export authorizations continues to work well ; 
there are no free ports or free zones in the United 
Kingdom and the deposit of dangerous drugs in 
bonded warehouses is not permitted. — Illicit traffic, 
which is still rife in the Far East and the Levant, is 
almost unknown here and is practically confined 
to seamen, mainly Orientals ; the amount of opium 
seized by the Customs authorities last year was 
9 kilogrammes. 

Only two firms in Great Britain are authorized 
to manufacture morphine, heroin, codeine, and 
dionine, and only one to manufacture cocaine. 
Vigilant inspection, without warning, is carried out 
in the case of factories and of licensed dealers, 
and supervision is exercised over persons authorized 
to possess and use dangerous drugs. Where such 
person is convicted of irregularities the Secretary 
of State is empowered to cancel the authorization 
to possess, supply. or prescribe the drugs. Last 
year this power was exercised in ten cases, six being 
medical practitioners. During the year 248,850 lb. 
of raw opium were imported and 119,227 Ib. 
exported. The chief recipients of the latter were 
Germany and the United States. The exports of 
morphine and heroin from the United Kingdom 
show a reduction on the figures of previous years. 
Prepared opium, which is still exported from India 
to certain Crown Colonies, is occasionally brought 
in by Chinese for smoking. Its possession and use 
are totally prohibited here, and when seized it is 
confiscated and destroyed. There were sixty 
prosecutions under the Dangerous Drugs Act in 
1936; fifty-four resulted in conviction, forty-five 
were punished by fine, and nine by imprisonment. 
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THE FEELING OF HEALTH IN DISEASE 


The physician, who is daily confronted with symptoms 
of disease, seldom considers that there is a problem in 
the feeling of health. Schilder, in a recent article,’ con- 
tends that the experience of health is too often taken 
for granted and is regarded merely as the reflection in 
consciousness of a healthy physiological state of the 
body. Actually, an inner sense of health is often present 
with serious organic disease, and as such is the expres- 
sion of adaptive tendencies in the psychic sphere 
analogous to regeneration and functional adaptation to 
trauma as seen in lower animals. There is psychogenic 
health as well as psychogenic disease. Patients with 
organic disease frequently attempt to maintain the 
experience of health by neglecting their symptoms or 
by deceiving the self as to their seriousness. Schilder 
believes that such repression is possible since the imme- 
diate experience of organic disease is at the periphery 
of the personality, while psychogenic illness is in the 
core of the personality. An entirely different attitude 
results towards illness in the two groups. This difference 
is particularly clear, for example, in organic as con- 
trasted with functional impotence. In the former case 
the patient may behave with calm resignation, while 
neurotic impotence causes distress which permeates the 
whole life behaviour. Schilder gives verbatim reports 
from patients with carcinoma, nephritis, and severe 
organic heart disease which express a greater feeling 
of optimism and well-being than was rightly to be 
expected. When symptoms cannot be kept from enter- 
ing consciousness delusional ideas of health may pro- 
tect the patient from knowledge of disease. On the 
other hand, with lesions in parts of the body which 
psychologically represent organs of deep value for the 
personality—for example, eyes, breasts, sexual organs 
—there is apt to be acute psychic awareness, even 
though the disease, objectively viewed, is not serious. 
It must be admitted, however, that a mild organic lesion 
may form the nucleus for exaggerated manifestations of 
illness. Certainly appreciation of disease varies with 
the general state of mind. The experience of health, 
therefore, is dependent not only on-the organic state 
but also on the problems of the person. Diseases such 
as multiple sclerosis and sensory aphasia are noted for 
the carefree attitude of the patient in the face of serious 
disability. Spes phthisica is another example of this. 
A consideration of many organic brain diseases leads 
the author to conjectures upon the localization of lesions 
accompanied by unwarranted feelings of well-being. He 
concludes, in brief, that lesions of the periventricular 
grey matter are commonly associated with such condi- 
tions, and that in certain lesions of the parietal lobe 
there is lack of appreciation of disease. In general, the 
theory is that the experience of health, though an atti- 
tude of the personality, is dependent upon functions of 
specific centres in the brain. Finally, Schilder empha- 
sizes the need for Keener observation of psychological 
reactions in organic disease, and points out that it is an 
integral part of treatment to lead the patient back to a 
true appreciation of his illness. It is doubtful if all 
the different reactions which Schilder describes can be 
‘ Arch. Neurol. Psychiat., Chicago, 1937, 37, 1322. 


included under the single concept, “experience of 
health.” The positive feeling of well-being springing 
from healthy and harmonious physiological function 
must be distinguished from the more negative failure 
of appreciation of disease, whether it be due to dis- 
organized ego function or not. Furthermore, the quality 
of the mental state of “ carefreeness ” in organic disease 
undoubtedly differs from the normal healthy state. An 
even greater cleft separates the diffuse “* feeling tone ” 
of well-being from false ideas of health resulting from 
mechanisms of either repression or projection. All 
these considerations cast grave doubts upon the 
existence of “centres” subserving a unitary organized 
function maintaining the “ experience of health.” Never- 
theless, concurrence of severe organic disease with 
mental states of health, well-being, and optimism is 
an indubitable fact which it is easy to disregard and 
which has ramifications both in diagnosis and 
treatment. 


CANCER OF THE UTERINE CERVIX 


It is the intention of the League of Nations Health 
Organization to issue a series of annual reports on the 
results of radiotherapy in cancer of the uterine cervix. 
The first of these has just appeared,' and deals with 
the results in patients treated in 1930 and also in previous 
years. These findings were collated in 1936. The 
present work is the outcome of suggestions made at the 
Zurich Conference in 1934 that such results should be 
assessed at periods of five, six, seven, or more years 
after treatment. The first report is necessarily of a 
more or less tentative character, while the information 
it contains is mainly limited to those clinics which were 
associated with the earlier work of the Radiological 
Subcommission. In order to obtain adequate statistical 
data further collaboration is both needed and invited, 
and the general lines upon which it can be most advan- 
tageously conducted are indicated in the preliminary 
sections of this report. The results from six centres 
are statistically analysed, and it may be noted that three 
of these centres are English—the Liverpool Radium 
Institute, the Marie Curie Hospital, and the London 
County Council Radium Centre for Cancer of the 
Uterus. Once more the fact is emphasized that if treat- 
ment is to be successful it must be early. Cases are 
divided into four groups according to the scheme drawn 
up in 1929, each group indicating the stage to which 
the disease had progressed at the time of beginning 
treatment. This classification is reprinted, and as it 
is almost universally used it may be of use to non- 
specialist readers to reproduce it: 

Stage 1. Growth strictly limited to cervix uteri. Uterus mobile. 

Stage 1/1, Lesion spreading into one or more fornices with 
or without infiltration of the parametrium adjacent to the 
uterus, Which still retains some degree of mobility. 

Stage Il. (a) Nodular infiltration of the parametria on one 
or both sides. extending to the pelvic wall, with limited uterine 
mobility ; or massive infiltration of one parametrium with 
fixation of the uterus. (hb) More or less superficial infiltration 
of a large part of the vagina, with a mobile uterus. (c) 
Isolated metastases in the pelvic glands, with a relatively small 


primary growth. (d) Isolated meiastases in the lower part of 
the vagina. 


’ League of Nations Health Organization. Annual Report on the 
Results of Radiotherapy in Cancer of the Uterine Cervix. Series 
of League of Nations Publications: 1!! Health. 1937, IU, 2. 
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Generally speaking, all cases not falling under Stage HI or 
IV will be placed under Stage III. 

Stage IV. (a) Cases with massive infiltration of both para- 
metria extending to the pelvic walls. (b) Carcinoma involving 
the bladder or rectum. (c) The whole vagina infiltrated (rigid 
vaginal passage): or one vaginal wall infiltrated along its 
whole length with fixation of the primary growth. (d) Remote 
metastases. 

The information from the various centres is given 
in tabular form, which, admirably suited for the in- 
formation of those writing or working upon this par- 
ticular subject. will necessarily not appeal to non-expert 
readers. The general editor of the report is Dr. J. 
Heyman, Radiumhemmet, Stockholm, who _ is also 
in charge of all correspondence with the various 


collaborators. 


THE RED ‘BLOOD PICTURE IN HEALTHY 
INFANTS 


In the many recent studies of the blood picture of infants 
and children the word “ normal ” is naturally frequently 
used. This term can designate the average of a large 
number of individuals, or in the sense of being contrary 
to pathological states it can be used to qualify the 
blood picture of fully healthy individuals. Dr. Nils 
Faxén has published some investigations’ in which he 
approached the question of the normal blood count in 
infancy from the point of view of the findings in strictly 
healthy infants. In a summary of the previous literature 
he refers to the discrepancies between the results 
obtained by different workers, and points out that in 
the classical investigations of Dr. Helen Mackay even 
the breast-fed infants had a lower haemoglobin level 
than bottle-fed children who had been treated with iron, 
suggesting that the results for the breast-fed group 
cannot be strictly considered as normal in the sense 
of being in no way pathological. Faxén’s material was 
very strictly selected from among the newborn infants 
at the Gothenburg Maternity Hospital and from 
children’s care centres in the city. They had to fulfil 
certain conditions as regards maturity at birth, sub- 
sequent diet, and general health. The estimates in- 
cluded determination of the haemoglobin, the red cell 
count, reticulocytes, and diameter of the red blood 
corpuscles. A careful statistical analysis of the figures 
was made, and, although differences in the arrange- 
ment of material by other workers makes direct com- 
parison difficult, it seems obvious that the values 
obtained from 3 months of age for haemoglobin are 
higher throughout, while the haemoglobin percentage 
for the newborn babies in the Swedish series corresponds 
closely to that obtained by American and English in- 
vestigators. According to Faxén’s work the haemo- 
globin figure for the first week of life is about 22.7 
grammes per 100 c.cm. of blood. During the follow- 
ing three months the haemoglobin level falls to a 
minimum of 12.7 grammes at 3 months of age, and 
then there is a moderate rise to 13.7 grammes at 5 
months of age. With regard to the red blood cor- 
puscles, the following were Faxén’s results: “In the 
first week of life the number is moderately high, about 
5.5 millions, decreases to a minimum, 3.9 millions, at 
2 and 3 months of age, afterwards rising again to about 


4.5 millions, at which value the number of red corpuscles 
remains for the rest of the first year of life.” Among 
other interesting points such matters as seasonal varia- 
tions and racial considerations are discussed. The 
question whether it is justifiable to characterize 
“normal” children as anaemic is one which requires 
careful thought. 


DR. SAMUEL GEE AND HIS FRIENDS 


Sir Humphry Rolleston contributes a pleasant little 
article on Dr. Samuel Jones Gee and his friends to the 
anniversary volume in honour of Dr. Joseph Hersey 
Pratt. It now appears in the Annals of Internal 
Medicine, vol xi, No. 2, August, 1937, and is thus 
accessible to a larger circle of readers. Dr. Gee (1839- 
1911) was a physician to St. Bartholomew's Hospital. 
He was recognized as a great clinical teacher, learned 
in the sense that the eighteenth century physicians were 
learned, sparing of his words, a concise writer, but no 
lover of society. Even in his lifetime he became some- 
what mythical. What his pupils did not know they 
invented, and innumerable stories grew up around him, 
sometimes with a basis of truth but mostly as a result 
of imagination. He married the daughter of a Quaker 
accountant, had two daughters, and died suddenly of 
heart disease while he was on a summer holiday in 
the Lakes. Interwoven with the story of his life Sir 
Humphry tells of contemporary happenings at St. Bar- 
tholomew’s Hospital, which make good reading for many 
who are still alive and can testify to their truth from 
their own memories. He adds, too, a likeness of Dr. 
Samuel Gee which is a fair portrait but lacks the 
characteristic expression familiar to his students. 


TUMOURS OF BLOOD VESSEL SHEATHS 


Malignant tumours of the blood vessels are not 
common. One of the first accounts was given by Carl 
Regnault in 1887, who termed them Gefisscheiden- 
tumoren. Five’ cases of  angio-endotheliomatous 
tumours arising in connexion with the sheath of large 
blood vessels have recently been reported by Lenor- 
mant, Moulonguet, D’Allaines, and Menegaux.' These 
tumours were found in adults between 40 and 60 years 
of age. Because of their rarity diagnosis is not at 
once apparent, and they are liable to be regarded in 
the first place as lipomas, sarcomas, or myxomas. 
There are two main clinical varieties. In the first, which 
gives no evidence of its vascular association, the 
tumour is deep, circumscribed, and sometimes bosse- 
lated. It is firm in consistence and slowly growing, 
and occurs in the line of a large artery such as the 
femoral, axillary, posterior tibial, or carotid. In the 
second variety the signs and symptoms resemble those 
produced by an arterial aneurysm, but there is no bruit, 
nor is the size of the tumour varied by compressing 
the main vessel. In none of the cases have related 
lymphatic glands been involved, but the tumours are 
malignant ; amputation did not save the patient in the 
first of the cases recorded, death supervening two years 
later. A necropsy was not obtained. The tumour 


* Acta paediatr., Stockh., 1937, 19, Supplement 1. 


* Ann, Anat. path. méd.-chir., 1937, 14, 259. 
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aneurysm. When sectioned, however, it resembles an 
agglomeration of thrombosed veins. The authors of 
this paper ask the pertinent question, Whence do these 
tumours arise? Are they of arterial or venous origin? 
The appearances at operation have not been very 
helpful in deciding this, but they have shown that there 
are no large communicating channels between the 
tumour itself and the lumen of the artery. Histological 
examination confirms the vascular character of the 
tumour. It consists of blood spaces and cellular ele- 
ments, though the individual architecture of the angio- 
endotheliomas is variable. Some contain giant cells. 
Lenormant and his colleagues ask whether the tumours 
arise from the vasa vasorum, from small collaterals of 
the main artery, or from a venous plexus. These 
angiomas are highly malignant both as regards local 
recurrence and metastatic dissemination. The five 
patients referred to are now dead. Treatment is of little 
avail. The tumours are radio-resistant, and owing to 
the tendency to local recurrence high amputation must 
be done. 


ANOTHER TEST FOR PREGNANCY 


A practical method for the accurate diagnosis of preg- 
nancy in its earliest stages remains, in spite of the mass 
of brilliant research produced in recent years, an un- 
fulfilled need. Of the many tests advocated not one 
satisfies all the desiderata of ease of application, im- 
mediate result, and absolute certainty, while most exhibit 
too many fallacies to be of real practical value. The 
Vischer-Bowman test, for example, has disproved its 
zarly promise, for both Gladys Dodds' and E. Wiesner* 
have shown that the percentage error both in pregnant 
and non-pregnant women is too great to allow of general 
application of the method. Similarly, both Gruskin’s’ 
intradermal protein reaction and the subcutaneous hor- 
mone test of Gilfillen' are equally fallacious, for though 
both these methods are rapid and easy they may give 
the most equivocal results in patients with hypersensi- 
tive skins, which, as Greenhill says, might respond to 
anything. The better-known Aschheim-Zondek and 
Friedman tests are, of course, much more certain than 
these, with an accuracy of approximately 97 per cent. 
in pregnant women and 99 per cent. in non-pregnant. 
But though this standard is very high it is not high 
enough to eliminate all doubt in the difficult case, and 
there are in addition the inconveniences of sending the 
specimen to a laboratory and of a fairly long time 
interval. It is in an endeavour to avoid these difficulties 
that Samuels* has introduced his spectroscopic method. 
This depends on the variations which normally occur 
ian the reduction time of oxyhaemoglobin at various 
periods of the menstrual cycle. The technique is to 
obstruct temporarily the blood flow in the vessels in one 
of the interdigital webs of the hand, a direct observation 
being made through the author's special cycloscope of 
the time taken for the oxyhaemoglobin in the stagnant 
blood to be reduced to methaemoglobin. The former 

’ British Medical Journal, 1936, 2, 224. 

* Zbl. Gynak., 1936, 6O, 1588. 

> Amer. J. Surg., 1936, 31, 59. 


* Amer. J. Obstet. Gynec., 1936, 32, 498. 
* Miinch, med. Wschr., 1937, 84, 1323. 
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shows as two sharply defined dark absorption bands in 
the yellow-green portion of the spectrum, the latter as 
two similar but much closer bands in the same area, 
with the transitional appearance of a broad grey band. 
Ii: normal men, and in women past the menopause, the 
reduction time is approximately 145 seconds. It is, 
however, under hormonal influence, for in non-pregnant 
women the widest variations occur during menstruation 
and ovulation. In pregnancy this influence is appar- 
ently inactivated, so that the level remains practically 
constant. The diagnosis of pregnancy is thus made by 
the daily observation of the oxyhaemoglobin reduction 
time, a more or less constant finding indicating # positive 
result. For this method the author claims that it is 
100 per cent. certain, that it can be carried out by any 
general practitioner, and that it is positive within a 
few days of conception. If this were true the test would 
be ideal, and would automatically replace the more 
complicated biological methods now in general use. 
But there are unfortunately several obvious fallacies. 
In the first place the examination is by no means so 
easy as Samuels suggests, and requires a good deal of 
practice for a sure result to be obtained. Secondly, 
several consecutive tests must be made, the average 
being taken as the correct figure for that particular day, 
and the whole performance must be repeated daily for 
a considerable period. In the third place there is no 
guarantee that vicarious hormonal and general disease 
influences will not disturb the result, and the author's 
recommendation that the Aschheim-Zondek reaction 
should be used as a confirmatory routine is difficult to 
reconcile with his claim of absolute certainty for his 
own method. In these circumstances it would appear 
necessary to defer judgement on the test until more 
complete and extensive trial has either eliminated or 
confirmed these objections. 


We regret to announce the death of a very old con- 
tributor to these columns, Sir John William Moore, the 
eminent Dublin physician who was twice President of 
the Royal College of Physicians of Ireland and for 
forty-seven years edited the Dublin Journal of Medical 
Science. 


The second annual general meeting of the British 
Branch of the International League against Epilepsy will 
meet on Friday, October 22, at the rooms of the Medical 
Society of London, Chandos Street, Cavendish Square. 
Dr. Wilfred Harris, the president, will occupy the chair. 
The morning session will begin at 10 a.m., and after an 
interval for luncheon at Pagani’s Restaurant will be 
resumed at 2.30 p.m. A number of short papers will be 
read, and among other subjects the following will be dis- 
cussed: the utility of medicinal treatment, the use and 
abuse of bromides, the employment of snake-venom, the 
value of prominal, the social care of the epileptic, the 
electro-encephalogram in epileptics. Speakers include Dr. 
F. R. Ferguson, Dr. Denis Brinton, Dr. R. H. Crowley, 
Dr. Burgess Barnett, Mr. Grey Walter, Dr. L. G. Millar 
Page, Dr. T. A. Munro, and it is hoped that a full dis- 
cussion will follow the various papers as in the previous 
year. Medical practitioners not members of the League 
who are interested, or would like to attend the meeting, 
are invited to communicate with the honorary secretary, 
Dr. Macdonald Critchley, 137, Harley Street, W.1. 
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POST-OPERATIVE TREATMENT 


BY . 
R. MACHRAY, M.B. 


A variety of conditions needing treatment arise after an 
operation. Some of these result more or less normally 
from the disturbance produced by the operation and the 
anaesthetic, while others are due to error in technique or 
to idiosyncrasy on the part of the patient. An important 
factor that is often overlooked is the necessity for gentle 
handling of an-anaesthetized patient while he is being 
returned to bed. A profound change may follow the 
sudden alteration in position of a shocked patient, as may 
be demonstrated if after an operation in the Trendelen- 
burg position the table is suddenly restored to the hori- 
zontal. Sufficient assistance should therefore be available 
for all necessary movements to be carried out as gently as 
possible. 
Pulmonary Complications 


When in bed the patient’s head and shoulders should be 
raised on pillows, if there is no contraindication to this, 
as soon as he is sufficiently conscious. He should be 
encouraged to move himself as much as possible and to 
expand his lungs fully at frequent intervals. If uncon- 
sciousness is prolonged this latter mancuvre can be 
brought about by the administration at half-hourly 
intervals of carbon dioxide in quantities just sufficient 
visibly to stimulate respiration without it being at all 
laboured. These measures will do much to combat the 
incidence of pulmonary complications. Should any such 
complications supervene—bronchitis, bronchopneumonia, 
pulmonary collapse—then suitable treatment must be 
given. In cases of pulmonary collapse from blocking of a 
bronchiole carbon dioxide inhalation is probably harmful, 
as it causes the plug to be sucked further in. A stimulant 
mixture should be used in the hope that the plug may be 
dislodged by coughing. Bronchoscopic suction may be 
successful in some cases. In bronchitis and broncho- 
pneumonia expectoration is often interfered with by pain 
in the wound. Here small doses of morphine repeated 
four-hourly may, paradoxically, render the coughing easier 
by making it less painful. The administration of iodides 
and stramonium will help to loosen the secretion. 
Ammonium carbonate, 4 grains in milk, is of value, but as 
it is a powerful stimulant of secretion it should not be 
given when this is profuse, as in acute ether bronchitis. 
Hot inhalations may prove soothing and _ beneficial, 
especially when there is a tenacious plug of mucus in the 
trachea that moves up and down with respiration. If 
there is any dyspnoea or cyanosis oxygen should be given 
through a nasal catheter or, better still, the patient should 
be placed in an oxygen tent. 

These conditions, however, are best avoided by prophy- 
laxis, which should take into account the three groups into 
which the causative factors fall. First, the patient's resist- 
ance should be at the maximum and sources of focal sepsis 
removed. Secondly, the position of the patient during the 
operation should interfere as little as possible with respira- 
tion, the operation should be conducted gently and 
speedily, body temperature should be maintained, and 
tight bandaging around the chest be avoided. Thirdly, 
the anaesthetic, including pre- and post-operative sedatives, 
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should be carefully selected and controlled, and all risk 
of gross aspiration of blood and vomit prevented during 
and after the operation. 


Pain 


Post-operative pain varies widely, not only with different 
operations but with the same operation in different 
patients, and it is therefore impossible to lay down any 
routine treatment. Two principles must be kept in mind: 
first, the.dosage must be adequate to provide relief; and, 
secondly, overdosage must be avoided as leading to 
respiratory depression and hindering recovery from shock, 
Occasionally these two principles will prove incompatible, 
but in such cases it should be suspected that the drug 
employed is not the most suitable, and trial should be 
made with other drugs or different preparations of the 
same drug. Sometimes lack of success with full doses of 
a potent narcotic will be followed by complete relief of 
pain with what is, generally speaking, a much milder Crug. 
Alternatively, tincture of opium may prove more success- 
ful than injections of morphine. 

It is a good plan to prolong the analgesic effect of the 
anaesthetic by giving rectally 30 to 60 grains of potassium 
bromide in saline as soon as the patient returns to bed. 
This is especially valuable where recovery would other- 
wise be very quick, and greatly reduces the amount of 
restlessness, which is often so troublesome. Aspirin, 15 to 
25 grains, is frequently given with the bromide, but there 
is evidence that it is not absorbed through the rectal 
mucous membrane. It is better to withhold morphine 
until there are definite signs that it will be needed rather 
than to order its routine administration while the patient 
is still fairly deeply anaesthetized. But after a varying 
length of time the necessity for some more potent drug is 
evident. When these signs appear—restlessness and pain 
—morphine should be given promptly, so that it will have 
its effect before full consciousness is attained. The dose 
needed varies with the patient and the degree of pain, but 
usually 1/6 grain for adults is sufficient, and this dose may 
be repeated four-hourly. When this is necessary for any 
length of time the possibility of starting an addiction must 
be guarded against, and the morphine withheld unless 
there is very real need for it and some other drug substi- 
tuted. Heroin is sometimes given instead of morphine, 
but its analgesic action does not appear to be superior, 
while the amount of respiratory depression is occasionally 
considerable. Its use is therefore better avoided except 
in difficult cases where morphine produces little relief. In 
such cases heroin may be more effective. In many opera- 
tions the pain can frequently be relieved by less potent 
drugs. The pain after orthopaedic operations, for instance, 
often yields to aspirin 10 to 20 grains, phenacetin 2! to 
5 grains. This can, of course, only be used in cases where 
it is likely to be retained. 

Local treatment should not be overlooked. For 
example, the application of heat or cold and the immobiliz- 
ation of a limb in a comfortable position may produce 
more relief than the administration of an analgesic drug. 


Vomiting 


When vomiting occurs it varies in amount from a litile 
retching to copious and persistent vomiting lasting several 
days and possibly ending fatally. It may follow any 
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anaesthetic in susceptible patients—for example, those who 
have made up their minds that they are going to be sick 
and those especially liable to sea-sickness and other such 
forms. Some patients never vomit whatever anaesthetic 
is given. Apart from these extremes the incidence and 
amount of vomiting vary with different anaesthetics, being 
infrequent and slight with nitrous oxide, more frequent 
and greater in amount with chloroform, and most with 
ether. In some instances the preliminary injection of 
morphine may be responsible, and inquiry should be 
previously made as to any such susceptibility. 

In its milder degrees the vomiting results from the 
nausea associated with the elimination of the anaesthetic. 
In the severer and the more persistent cases the toxic 
eflects of the anaesthetic on the liver are responsible, 
though it is probable that these changes occur in a less 
degree in the milder cases as well. It must be remembered 
that causes other than the anaesthetic may be responsible 
—for example, manipulation of the abdominal viscera, the 
swallowing of blood after throat and similar operations, 
and occasionally the use of radium. The possibility of 
intestinal obstruction and uraemia must always be kept in 
mind. In most cases no treatment is required, as the 
condition clears up spontaneously in a short time. Treat- 
ment should be directed locally to the stomach, to hasten- 
ing the elimination of the anaesthetic, and in severe cases 
to correcting the metabolic changes, both those producing 
the vomiting and those produced by it. A large drink of 
warm water with sodium bicarbonate should be the first 
thing tried, and is often all that is necessary. It acts by 
loosening and dissolving the ether-impregnated mucus and 
producing one copious vomit which clears out the stomach. 
When sodium bicarbonate is not retained long enough to 
act properly, a stomach tube should be passed and the 
stomach washed out with the solution. Tincture of iodine 
in |-minim doses hourly should be tried, while half-normal 
saline is sometimes retained where all else fails. Less 
vomiting will follow a deep ether anaesthetic if as little 
ether as possible is left in the patient at the end of the 
operation. This can be achieved by the administration of 
catbon dioxide towards the end of the operation, as soon 
as the peritoneum is closed. 

The metabolic changes associated with vomiting are in 
the direction of acidosis, and result from the toxic action 
of anaesthetics on a damaged liver, or sometimes on an 
apparently normal liver if the poisoning is sufficiently 
intense. Where the liver is known to be damaged, there- 
fore, care should be taken to avoid the use of chloroform, 
to a less extent of ether, and of more than small doses of 
barbiturates, using spinal or local anaesthesia if it is 
thought that general anaesthesia without these drugs would 
be unsatisfactory. Even when the liver is apparently 
healthy it must be remembered that lipoid-soluble anaes- 
thetics, chloroform especially, can produce structural and 
functional changes when administered over long periods. 
This type of vomiting, known by its old name of delayed 
chloroform poisoning, may start after an interval of a day 
or two during which there has been little or no vomiting. 
These disturbances are less likely to arise in a liver well 
stocked with glycogen, and attention should be directed to 
this before the operation. Diabetic patients are much 
more sensitive to these influences, and, quite apart from 
the question of vomiting, their metabolic equilibrium may 
be upset by a relatively innocuous anaesthetic. They 
must be well controlled before operation, and a close 
watch be kept on them afterwards, by blocd-sugar estima- 
tions if necessary, insulin and glucose being given as 
indicated. In addition, while acidosis induces vomiting, 
the vomiting if severe will increase the acidosis. 
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The indications are to make gocd the fluids and 
chlorides lost and to supply glucose, and if necessary 
insulin, for the control of the acidosis, although insulin 
has probably little influence on acidosis not pancreatic in 
origin, at any rate in part. The glucose is given as a 
5 per cent. solution in normal saline per rectum. 


Shock 


This usually becomes evident while the patient is still in 
the theatre, and the main lines for its treatment are laid 
down there. Warmth must be supplied, preferably by an 
electric cradle, but overheating (indicated by sweating) 
avoided ; and the foot of the bed should be raised on 
blocks to assist the cerebral circulation. Saline should be 
given freely, intravenously if urgently needed, followed by 
a continuous rectal drip. If the urgency is not so great 
a pint of saline should be run into the rectum and after an 
interval the continuous drip started. Absorption is slower 
by this method, but the results are more lasting, and there 
is less tendency to waterlogging of the tissues and oedema 
of the lungs. Careful watch must be kept for these. If 
a suitable donor is available in time a transfusion of 400 
to 800 c.cm. of blood, followed by the rectal drip, is best. 


Other Abdominal Complications 


Abdominal distension is often troublesome, and is 
usually the result of the handling and exposure of the 
viscera. The anaesthetic may be partly responsible, tor 
chloroform and ether diminish intestinal movement, while 
in spinal anaesthesia a reactionary period of quiescence 
may follow the wearing off of the anaesthetic. It ts 
relieved in most cases by the passage of a flatus tube or 
a large rubber catheter through the internal sphincter, or, 
if this is unsuccessful, by a soap enema with half an ounce 
of turpentine to the pint. The aperient will make the 
patient feel much more comfortable. He should assist 
by changing his position frequently and contracting and 
massaging his abdominal muscles if this is not too painful. 
The distension may be a sign of peritonitis or intestinal 
obstruction, and diagnosis in these circumstances is 
difficult. 

Acute dilatation of the stomach is a rare but very 
serious complication. Here the stomach is completely 
atonic, with frequent and copious vomiting and the patient 
in a very shocked state. Keeping the stomach empty by 
aspiration through a stomach tube, and treatment on the 
lines of toxic vomiting, should be tried, but the condition 
is usually fatal. 

Hiccup may be troublesome, but it usually yields to the 
administration of carbon dioxide sufficient to produce deep 
respiration for several minutes. It may return, but it can 
be treated any number of times in this way. It is ex- 
tremely wearing and, where all else fails, needs treating by 
morphine or by crushing of the phrenic nerve. 

Retention of urine may follow any operation, but 
happens most commonly after abdominal and pelvic 
operations, and is more likely after spinal than alter 
general anaesthesia. The patient must be assured that 
there is no cause for alarm, as this aggravates the con- 
dition. The unaccustomed position in bed may be all that 
is wrong, and if the patient is allowed to sit on the ede 
of the bed micturition may result. A hot bath when 
possible or a hot enema is usually successful. If there is 
no result, 10 grains of hexamine in a cachet should be 
prescribed, and repeated in half an hour if necessary. 
Only if these remedies fail should catheterization be done. 
as if once started it may have to be repeated for several 
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days. It should not, however, be put off too long, as 
the bladder will then become overdistended. The extent 
of the bladder dullness should be watched, and if it extends 
more than a short distance above the symphysis a catheter 
should be passed. Ten grains of hexamine or half an 
ounce of glycerin left in the bladder will encourage subse- 
quent micturition, 


TYPHOID FEVER IN THE BASQUE 
REFUGEE CAMP 


BY 


RICHARD TAYLOR, M.B., B.S., 
Senior Medical Officer of the Camp 


A unique event occurred in May of this year when large 
numbers of children arrived in England from the scene 
of the Spanish civil war. Their embarkation from the 
port of Bilbao and subsequent arrival by the s.s. Habana 
at Southampton have been described already in medical 
journals. 

By May 24 over 4,000 children between the ages of 5 
and 14 had arrived at North Stoneham Camp. They had 
lived for some months in Bilbao and surrounding villages, 
many of them in bomb-proof shelters and cellars, with 
contaminated water to drink and very little food. True 
to its reputation, the Bay of Biscay had been rough, and 
most of the children had been sea-sick. They were accom- 
panied by 280 Spanish women teachers and fifteen 
Catholic priests, only four of whom could speak English. 
The main camp had been hurriedly organized for the 
reception of 2,000, and the English volunteers had only 
forty-eight hours’ notice that 4,000 were on the way. 
Including the English staff it was estimated that 5,000 
human beings were crowded into one large field. The 
care of such a large number of alimentary tracts under 
these conditions constituted an emergency public health 
problem of the highest importance. 

On May 26, two days after arrival, two cases of un- 
explained pyrexia admitted to hospital in Southampton 
direct from the Habana were diagnosed as enteric fever. 
It was therefore necessary to take all precautions to 
prevent the spread of the disease. 


Camp Organization 


The medical personnel consisted of five resident doctors, 
a matron, six trained nurses, and about twenty V.A.D.s. 
The following units were organized, with telephonic com- 
munication, a medical officer being in charge of each: 

1. Headquarters marquee. 

2. Casualty marquee, to which was attached an Army 
hospital tent with twelve beds. This unit served as a camp 
out-patients’ department. 

3. Isolation camp, constructed a hundred yards away from 
the main camp, provided with a three-foot fence and patrolled. 
It was divided into two parts; one-half consisted of a second 
Army hospital marquee for observation cases, and the other 
half of bell tents for typhoid contacts. It was an independent 
unit, with its own cookhouse, latrines, and shower-baths. 

4. Moorhill, an old country house situated four miles away, 
converted for use as a temporary hospital with fifty beds. 
Separate rooms were used to isolate suspected cases of 
infectious disease. 


The main camp was divided into three sections. 
Reveille sounded at 6.30 a.m., with cheerful music from 
a broadcasting van. It was amusing to watch the little 
people folding blankets and preparing their tents with 
great pride and artistry for the morning medical inspec- 
tion at 7 o'clock. Each child was, seen by a doctor accom- 
panied by an interpreter, and the sick were sent to the 
casualty tent, which acted as a medical sieve. Some were 
detained under observation, others sent to Moorhill, and 
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any case suspected of typhoid went direct to the isolation 
camp, where blood was collected for Widal reactions and 
specimen stools were obtained. Pathological material was 
immediately forwarded to the public health laboratories 
of Winchester and Southampton. Those with positive 
blood reactions and non-lactose-fermenting stools were 
admitted to the Southampton Isolation Hospital. In the 
early days there were hundreds of cases of febrile gastro- 
enteritis, due to overfeeding, and our pathological friends 
were kept exceedingly busy. 


Sanitation 


This proved to be a difficult problem. War conditions 
had affected the hygienic habits of the children, who 
deposited faeces and urine everywhere. The latrines were 
provided with narrow trenches, which were disinfected 
several times daily with chloride of lime. Hedges and 
ditches were treated in similar fashion and burnt out. 
Garbage was collected and burnt in incinerators. Some 
Stagnant pools were drained and a stream which ran 
through the camp to Eastleigh was made to percolate 
through a chloride of lime contact-bed. The drainage 
system of the old manor house at Moorhill was investi- 
gated and improved. As a result of these precautions 
flies were exceedingly scarce. 


On May 30 a boy of 12 from the main camp was 
diagnosed as a case of enteric, and on June | another 
case, that of a girl of 8, occurred at Moorhill. These 
probably were contacts from the Habana. Fortunately, 
the fear of enteric scared away thousands of curious 
Visitors and many superfluous helpers. A _ police patrol 
closed the road to the camp and a strict pass control was 
organized. Lessons in camp hygiene were given to the 
Spanish teachers and priests. The children were fed in 
large marquees and forbidden to take food away. Pails 
of dettol solution were provided outside all food tents 
and kitchens. The children and camp personnel were 
trained to wash their hands before and after meals. 

Another case of enteric occurred at Moorhill on June 4. 
Up to this date evacuations to various centres in England 
had proceeded normally, but 3,280 children were left. 
Naturally many medical officers of health and refugee 
committees hesitated to receive children from a typhoid- 
infected camp. Finally, Catholic organizations and con- 
vents, which had arranged to take 1,400, refused to accept 
them unless they were guaranteed free from the disease. 
As the children had by this time recovered from their 
under-nourishment and fatigue, more specific measures for 
the prevention of enteric were considered. 


Inoculations 


A leading article in the British Medical Journal of April 
10, 1937 (p. 758), summarizes international opinion on the 
subject of the prophylactic value of typhoid inoculations, 
but no opinion could be obtained as to the value of 
vaccine treatment given in the presence of an epidemic. 
It is known that agglutinins appear in the blood within a 
week of a single subcutaneous injection of typhoid vaccine, 
but it is not known when an effective immunity develops. 
After careful thought it was decided to inoculate the 
whole camp with two injections of T.A.B. vaccine, at a 
week's interval. If any child was actually incubating the 
disease the attack would be precipitated. Widal reactions 
would not be reliable, but it was decided to diagnose from 
bacteriological examination of the stools. 

The Lister Institute sent 2,500 c.cm. of vaccine and pre- 
pared further quantities for the second dose, | ¢.cm. ol 
which contained 500 million B. typhosus, 250 million para- 
typhoid A, and 250 million paratyphoid B. Doses were 
graduated according to age, small children of 5 receiving 
a first dose of 0.2 c.cm., while those of 14 and adults 
received 0.5 c.cm. On June 6, 7, and 8 all the children, 
including typhoid contacts, and the camp staff were in- 
oculated at the rate of over 1,000 a day. The children 
had intense faith in the procedure, and neglected cinema 
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and games to face the needle. Reactions were moderate, 
with a rise of temperature and malaise for twenty-four 
hours. A few severe reactors were admitted to the hos- 
pital tent, but there were no septic arms. A week later 
a second double-strength dose was given, checked by a 
card index system, and by this time the camp was exceed- 
ingly typhoid-conscious. Preparations were made in local 
fever hospitals for large numbers of patients, but no more 
cases occurred. Two cases were admitted with non-lactose- 
fermenting stools, but these proved not to be enteric. 

It is interesting clinically to note that all the typhoid 
cases suffered from roundworms. The onset of enteric 
was sudden, with pyrexia and loose stools, and the Widal 
reaction was positive to a dilution of | in 250 on the same 
day. All five patients were extremely ill, but recovered 
under the kindly care of Dr. Thompson of the South- 
ampton Fever Hospital. 


Summary 


For the following reasons conditions were ideal for the 
spread of typhoid fever: 


1. All the children were under-nourished and many were - 


suffering from vitamin-deficiency diseases. They had lived 
for three months on a diet of rice and beans. 

2. The camp was overcrowded. Efforts were made to space 
out the numbers in the bell tents, but families and friends 
often crowded together when night had fallen. It was quite 
a common thing to find some tents with two or three inmates 
and others with sixteen and eighteen. 

3. For the first two weeks sanitary conditions were appalling. 
During the Spanish War the children had lost all hygienic 
control. Faeces, urine, and garbage were deposited in and 
around the tents, hedges, and ditches. 

4. Typhoid contacts sent to the isolation camp resented 
their imprisonment. Their small friends dodged the guards 
to visit them. 

The incidence of typhoid fever is not high in the Basque 
Province, and there is no reason to suppose that they 
had developed an immunity. Sufficient time has elapsed 
for it to be stated that no cases have occurred 
except the five diagnosed. It is therefore claimed that 
mass inoculation prevented a typhoid epidemic. The 
Basque children are now widely scattered over England, 
Scotland, and Wales, and the main North Stoneham 
Camp is closed. The foregoing description of the typhoid 
outbreak is only a fraction of the routine medical work 
carried on there. It might be necessary in the future 
to care for our own children in emergency conditions of 
war, when the experience gained from these unfortunate 
refugees would be most valuable. 

Altogether about 7,000 children have been evacuated 
to France, Belgium, Russia, and Mexico. It will be of 
great interest to compare notes of the incidence and treat- 
ment of infectious diseases from our medical colleagues 
of those countries when they become available. 


| would like to express my thanks for the excellent team 
work of the medical staff, trained nurses, and the V.A.D.s; to 
Dr. Cronk of Winchester and Dr. Maurice Williams of South- 
ampton for arranging the pathological investigations ; to Dr. 
Garrett and his sanitary staff of Eastleigh; and to the 
St. John Ambulance Brigade of Eastleigh. 
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In the reports of the administration of the Stockholm 
hospitals, just published, reference is made to the constantly 
increasing use of blood transfusions. A blood donors’ 
register was established in 1934 and the persons listed 
there, who are periodically examined, have been called on 
in ever-increasing degree since then. Last year the number 
Ol transfusions from these persons was 672. 
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THE GENERAL PRACTITIONER AND 
PREVENTIVE MEDICINE 


ADDRESS BY SIR KAYE LE FLEMING 


The subject for discussion at the tenth annual Health 
Education Conference, held at the London School of 
Hygiene and Tropical Medicine on October 1, was 
“ Health Education and the General Practitioner.” The 
following is an abstract of the opening address by 
Sir Kaye Le Fleming, M.D., Chairman of Council, 
British Medical Association. 


Machinery of the Health Services 


I am going to put before you, quite shortly, the views 
that I think are held by a very large number of general 
practitioners on the subject which I have to open, which 
I think might as well be phrased as “ the position of the 
general practitioner in preventive medicine ™; because 
public education in health matters is one of the most 
important aspects of preventive medicine. 


Before discussing the position I would ask you to 
consider the machinery by which the great health services 
of this country are run. The Minister of Health 
devises legislation, which is put before Parliament; and 
we do not think, perhaps, from the point of view of the 
doctor, that Parliament is particularly well educated in 
medical matters. But in our democratic machinery health 
legislation is evolved at the centre. 

The next step is to pass on the machinery to the local 
health authorities. Local health authorities sound a very 
important bit of machinery, but I am not sure that by 
taking a collection of individuals and calling them a local 
health authority you can make them authorities in health 
matters. One of the inevitable sacrifices that we must 
make in the cause of democracy is to have popularly 
elected bodies dealing with highly technical subjects. 
Local health authorities are as a rule very good adminis- 
trators, who, putting it quite baldly, know very little about 
health matters. The Ministry recognizes this, and in 
order to help them they are supplied with a medical officer 
of health. He is the direct link between the central health 
administration and the local health authority, and a very 
important link indeed. In my view he lacks that measure 
of independence that he deserves. He must advise his 
local health authority, and if he is to do his duty well 
he must at times give them advice that they do not like ; 
and if the local authority can entirely disregard his advice 
such an arrangement cannot be in the best interests of 
the public health. 


Contact with the Homes of the People 


The machinery is a central machinery and lacks contact 
with the homes of the people. How is the health educa- 
tion to reach the homes of the people? One thinks, first 
of all, of the Press. 1 am not concerned to discuss to-day 
that factor in health education, but it is a great mis- 
fortune and one which I hope will be remedied, that 
the Press should not have ready access to the best con- 
sidered opinion of the medical profession. The other 
great factors, of course, in reaching the homes of the 
people, are doctors and nurses. Let me deal with the 
doctor. I would be the first to admit, and deplore, the 
fact that the education of the doctor in preventive medi- 
cine is wholly insufficient. 

The respect paid to preventive medicine in health 
education to-day is lip service only. The unfortunate 
student has to pass examinations. He is taught and he 
is examined by specialists who are extremely adept at 
their job; and he is taught to diagnose and treat disease. 
His sole object is to get through examinations. Speaking 
generally, neither his teachers nor his examiners have any 
close acquaintance with the machinery of public health 
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service ; and the senior student is not taught, as he should 
be, his relationship to the profession as a whole, to the 
public. and to the State. It will be a long time before 
we can remedy that state of affairs : but until we can get 
the general practitioners to go out to their work with 
the knowledge that their duty is something more than 
to treat disease and to earn a living, and that they cannot 
escape the great obligations to the State and to the public, 
we shall not make the advance that we wish. 


Ignoring the General Practitioner 


The co-operation of the general practitioner in the 
health services of this country in my view is_ neither 
desired nor allowed. The local health authorities have 
ample power to call to their aid members of the medical 
profession to help them in their health work. In very, very 
few cases have they ever exercised that option. There 
are districts where it has been done, with the greatest 
possible success in bringing together the profession of an 
area and a local health authority. The local authorities 
have exactly the same powers with regard to education, 
and they invariably exercise them. Why does a local 
authority call in expert advice to help it in educational 
matters, and refuse to do so in health? The inference 
that the general practitioner draws is that he is not wanted. 
Then I say that his co-operation is not allowed. He 


considers that it is not allowed because he sees services © 


carried out in his district which he himself believes he 
can carry out as well as, if not better than, the medical 
officers who are doing it; and his co-operation in that 
respect is largely ignored. 


How to Reduce the Gap 


What is the result of that position? [s it not fair to 
say that there is a great gap between the health machinery 
and the public health services and the medical profession, 
who are dealing with the individuals that you have to 
attract? That gap is deplorable, and we should use 
every effort in our power to reduce it. But it cannot 
be done until there is a closer association between that 
local health authority and the local medical profession. 
To reduce this gap I would advocate the following 
machinery. First of all the education of the doctor needs 
radically altering from the aspect of preventive medicine. 
A second point was the subject of discussion at the 
meeting of the British Association—namely, adult educa- 
tion in elementary physiology and anatomy. This would 
be one of the biggest factors in health education in this 
country that could be most easily brought about. Then, 
thirdly, I should like to see a really considered review of 
the position of the medical officer of health in our great 
health service system. And, again, | would like to see 
organized local medical opinion in touch with the local 
health authority—and from our side it would be perfectly 
simple to arrange. Last, but not least, I would like to 
see a link between the local medical opinion and the 
centre at the Ministry of Health. 


Three further publications relating to poison gas in 
warfare have lately appeared. One is Air Raid Precau- 
tions Handbook No. 3, Medical Treatment of Gas 
Casualties, issued by the Home Office Air Raid Precau- 
tions Department and published by H.M. Stationery Office, 
price 6d. The second is a leaflet issued by the same 
Department and published also by the Stationery Office 
at 4d.—Anti-Gas Training. The third is a book pub- 
lished by the Cresset Press, 11, Fitzroy Square, London, 
at 12s. 6d., and entitled Air Defence and the Civil Popula- 
tion. While acknowledging information and help from 
the Home Office Department the authors, Dr. H. Mont- 
gomery Hyde and Mr. G. R. Falkiner Nuttall, say that the 
responsibility for the statements and opinions in this book 
is entirely their own. 


SOUTH AFRICAN MEDICAL CONGRESS 
[FRoM OuR CORRESPONDENT IN PRETORIA] 


The medical profession of South Africa met for its annual 
gathering during the week beginning September 20 in the 
Orange Free State capital. Bloemfontein is a_particu- 
larly accessible point, being the geographic centre of the 
Union, with good motor roads converging on it as well 
as convenient rail and air services. The time of year, 
early spring, was suitable. Bloemfontein is situated on 
the central plateau of South Africa, so that the mornings 
were still cold, but the crisp sunshine throughout the day 
was most stimulating, and productive, no doubt, of equally 


clear thinking in the Council chambers. 


Though the official opening by the Free State Adminis- 
trator only took place on Monday afternoon, the sections 
got busy in the morning and made considerable headway. 
The Provincial Administrator, in formally opening the 
Congress, referred to the plea made by General Smuts in 
1935 tor a South African point of view, or rather starting 
point, in the study of scientific problems. General Smuis 
was referring to such subjects as geology, botany, and 
zoology, but one wondered whether in medical science in 
the Union there could not be more specialization in local 
problems. There was not the slightest reason why we in 
South Africa should not do pioneer work in certain 
diseases in our own fields of research. He was thinking 
more particularly of such scourges of the northern parts 
of the country as malaria and bilharziasis. Such problems 
were at our doors, and we had the men and the means 
to undertake profound researches. 


The opening ceremony was attended by some two 
hundred doctors drawn from all parts of the country. 
On the platform with Mr. T. Lindsay Sandes, President 
of the Federal Council, was the President of the Free 
State Branch of the Association, Dr. S. M. de Kock, who 
was later inducted as President of Congress, and various 
local dignitaries and members of the Federal Council. 


Health Problems of the Union 


Dr. de Kock chose for his subject “ The Public and 
Ourselves,” but he could only touch on what appeared 
to him the most interesting items and those of which he 
had first-hand information. He considered that the main 
health problem of South Africa was that of making 
modern medical services available to the entire popula- 
tion, European and native, at a reasonable cost to the 
individual and the community. He-emphasized that expert 
guidance and supervision were needed to ensure the success 
of any scheme of national health insurance. Such 
guidance and supervision, he said, should come from the 
medical profession; it should not be delegated to lay 
administration and lay boards as constituted at present. 
The public as well as doctors were already suffering far 
too much through the delegation of hospital administra- 
tion to lay boards ; however enthusiastic and conscientious 
these might be they lacked the knowledge and the expert 
training which were indispensable for the success of such 
administration. It would be nothing short of a calamity 
if invalidity insurance were exposed to similar risks. 

Speaking of the Proprietary Medicines and Appliances 
Bill, Dr. de Kock said that as it had already passed 
through the Select Committee it would probably become 
law during the next session of Parliament. It had been 
stated that if this Bill were passed the farmer would be 
prevented from acquiring medicines and home remedies. 
This was not so, but fraudulent and misleading advertise- 
ments would be prevented. Referring to the alarming 
increase in the incidence of tuberculosis among Europeais 
and natives, he said that a national policy for dealing with 
this problem had at last been adopted, and included 
rehousing of the slum population. It was hoped that 
within five years the slums would have disappeared from 
the larger towns. Further, the Government was devising 
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a scheme to furnish the Health Department with reliable 
vital statistics ; provision was being made for new tuber- 
culosis hospitals at Durban, Port Elizabeth, Lovedale, and 
Umtata, as well as large extensions of existing institutions, 
Though these schemes would cost millions the medical 
profession should urge most strongly that funds for this 
purpose should on no account be stinted, and he trusted 
that the public would strongly support the doctors in this 
matter. 

Dr. de Kock reminded his audience that a_ recent 
Government Commission had estimated that there was 
a shortage of some 5,000 beds for mental treatment. This 
deplorable state of affairs was to be attributed to the 
fact that in the highly technical problem of the care of 
the insane the last word lay with men who possessed no 
qualifications whatever to enable them to get a correct 
perspective of the problem. Mental health was as much 
a part of public health as was plague, leprosy, or typhoid 
fever: it was an integral part of the problem of con- 
servation of human power, efficiency, and life. 


What is Wrong with the G.P.? 


The public lecture, which has become a feature of the 
Congress, was delivered in Afrikaans by Dr. C. P. Theron, 
who pleaded for a reorieniation of the general practi- 
tioner and vigorously criticized the self-styled specialist. 
He commented on the public’s loss of faith in the general 
practitioner, and emphasized that the general practitioner 
must regain that place of confidence in the lives of his 
patients where they would trust him as their help and 
adviser in hours of need. Until the general practitioner 
occupied his rightful place in society, harm would continue 
to be done, and both the public and the medical profession 
would suffer. 

Well-equipped hospitals were now the order of the day, 
and everywhere were specialists waiting to treat a patient's 
ailments or relieve him of redundant organs. The doctor 
was no longer allowed to dispense his own medicines ; 
there were pharmacists to do the work. The result was 
that the general practitioner found himself an interested 
spectator between the specialist on the one hand and the 
pharmacist on the other. Wherever the general practi- 
tioner looked to-day he was up against the specialist. 
Woe to the doctor who ascribed palpitations and a feel- 
ing of suffocation to indigestible food and did not send 
the patient at once to a heart specialist! Or woe to the 
doctor who did not summarily dispatch every case of 
colic caused by green apples and buttermilk to the 
stomach specialist as one of probable gastric ulcer, gall- 
stones, appendicitis, twisted bowel, or internal piles! And 
so on right through the whole gamut of ailments of the 
human body. 

The worst feature of all was the way in which the 
general practitioner had had to give way step by step 
to the specialist, until he arrived where he was to-day 
in the opinion of the public, in the opinion of specialists, 
and also in his own opinion—a solitary road-sign port- 
ing to the wisdom in others. Whereas formerly the public 
estimate and expectations of the general practitioner in- 
spired him with high ideals and a determination to attain 
to those ideals, that same public estimate now had an 
opposite effect, and there arose in the newly qualified, and 
even in the older doctors, an inferiority complex which 
had a paralysing and slackening influence on professional 
life. The frequency with which the general practitioner 
Sent patients to specialists was clear proof of a growing 
inferiority complex and a loss of faith in his own ability. 


Plenary Sessions 


The plenary session next morning dealt with specialism 
and team work, and Dr. Theron came in for some 
criticism for having vented in public a matter which some 
members considered should have been thrashed out in 
the privacy of a purely professional gathering. The par- 
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ticular point to which exception was taken was the refer- 
ence in Dr, Theron’s lecture to the self-styled specialisi. 
The subject for this, the first plenary session, was intro- 
duced by four papers. The first paper, which discussed 
specialism and team work from the public’s point of view, 
had been written by Dr. Andrew Watt, to whose lamented 
death the President had already referred. The remaining 
three papers were read by their authors: Dr. C. J. 
Albertyn dealt with the subject from the general practi- 
tioner’s point of view, Dr. Nesbitt from the specialist's 
point of view, and Dr. Lewis Robertson from the hos- 
pital’s point of view. The first half of two mornings were 
allotted to this discussion. 

The other subject dealt with in plenary session was 
* Modern Therapeutics: The Wheat and the Chaff.” This, 
too, occupied two half-mornings, 9 to 11 a.m., the period 
between breakfast and that morning tea to which South 
Africans as a nation are addicted. Again the subject was 
introduced by four papers. Professor Falconer (who was 
being congratulated on his recently announced appoint- 
ment as Principal of the University of Capetown) dis- 
cussed the medical specialist's point of view, Professor 
J. M. Watt the pharmacologist’s, Dr. C. H. H. Coetzee 
the general practitioner's, and Dr. E. B. Woolff the 
physiotherapist’s. 

Sectional Meetings 


Each day after morning tea there were meetings of 
the five constituent sections—medicine, surgery, gynaeco- 
logy and obstetrics, public health, and special subjects — 
in which a great variety of subjects were covered. The 
section of medicine, presided over by Dr. E. G. Dru Drury 
of Grahamstown, had for its opening paper one by Pro- 
fessor Craib of Johannesburg on glycosuria. Interesting 
papers in this section were those by colleagues from 
Mozambique. Dr. Aurelio de Castro Gathardo of 
Lourenco Marques Hospital dealt with hypochloraemia. 
Mr. Besselaar of Pretoria presided over the surgery 
section. Here the opening paper, on acute abdominal pain 
in children, was by Mr. Lindsay Sandes, the discussion on 
the subject being opened by Dr. Sanders of Pretoria. In 
this section, too, there was a paper by a Portuguese 
colleague. The high standard of the contributions by 
these guests from Lourenco Marques gives promise of a 
very successful function next year—in September, 19338, 
when the thirty-second South African Congress is to be 
held in that city. The opening paper in the section of 
gynaecology and obstetrics, under the presidency of Dr. 
J. Black of Johannesburg, was by Dr. D. J. Malan 
(Durban), on some obstetrical matters relating to recent 
advances in asepsis. The hygienists, under Sir Edward 
Thornton, dealt first with the unholy triad: “* Malnutrition, 
Tuberculosis, and Venereal Disease,” introduced by Dr. 
P. W. Laidler. 


Federal Council and Groups 


Time was also found for the meetings of subsidiary 
groups, such as the Railway Medical Officers’ group, the 
Radiological Society of South Africa, the Ophthalmic 
Society of South Africa, the South African Society ot 
Medical Officers of Health, District Surgeons’ group, and 
the Neuro-Psychiatric Society of South Africa. The 
Federal Council had a heavy programme to work through, 
perhaps the most interesting item being the question of 
the establishment of a third medical faculty in the Union 
in which teaching was to be carried out in Alrikaans. 
After a lengthy discussion the following resolutions were 
passed : 

1. That the Federal Council is in agreement with the 
principle that Afrikaans students are entitled to receive their 
medical instruction in the Afrikaans medium. 

2. Subject to the proviso that the Government satisfies 
itself that there is a sufficient number of students who 
would avail themselves of this facility, the Federal Council 
is in favour of the establishment of a third medical facuity, 
with the medium of Afrikaans, in Pretoria. 


764. Ocr. 16, 1937 


Entertainments 


The Bloemfontein Committee, including the ladies, had 
worked hard, and excellent entertainments were provided 
on free afternoons and at night. After Dr. Theron’s 
lecture on Monday night there was a cabaret at Ramblers 
Club. On all afternoons there were tennis and golf at 
the clubs, of which delegates had been made honorary 
members. The Orange Free State University College 
entertained the Congress on Tuesday night and the civic 
authorities to a ball on Wednesday night. Thursday 
night was reserved for the Congress Banquet, and Friday 
night for old boys’ dinners and the Red Cross ball. 
Delegates returned to their homes happy but contented 
to resume the relative quiet of normal professionai lives. 


SUBGLOTTIC CANCER OF THE LARYNX 
SIR STCLAIR THOMSON’S ADDRESS 


The annual address at the opening of the lecture session at 
the Central London Throat, Nose and Ear Hospital, Gray's 
Inn Road, was given on October 8 by Sir STCLair 
THOMSON, who took as his subject “* Subglottic Cancer of 
the Larynx.” The address was illustrated by lantern slides 
and specimens, and at the close the speaker described in 
detail the historical case of subglottic cancer which was 
the cause of the fatal illness of the Kaiser Frederick of 
Germany in 1887-8, and the controversy to which it gave 
rise. 

Sir StClair Thomson began by remarking on the great 
clinical difference between those cases where a carcinoma 
originated in the interior of the larynx and those in which 
it started around the entrance to the larynx or on its outer 
surface. Krishaber (1879) was the first to insist on the 
important distinction between extrinsic and intrinsic cancer 
of the larynx, but Isambert (1876) had already proposed 
that a separate class should be formed of subglottic 
growths—namely, those originating in the inner surface otf 
the cord or in the subglottic area immediately below it. 
Subglottic cancer was met with much less frequently than 
either the intrinsic (chordal) or the extrinsic form, and 
therefore experience of it was apt to be limited, early 
diagnosis was more difficult, and the choice of surgical treat- 
ment was not so definite and did not give such good results 
as in intrinsic cancer proper. He had not completed to 
date a record of all the cases of subglottic cancer en- 
countered, but sixteen years ago, when considering the 
most usual site of intrinsic cancer, he found that in fifty 
consecutive cases there were thirteen in which the sub- 
glottic region was involved. 


Site of Growth 


A subglottic neoplasm might take its origin on the inner 
or lower surface of the cord, but below its free edge, which 
then remained intact until the growth extended up to it 
from below. When the growth revealed itself by appear- 
ing on the edge of the cord and a laryngofissure was under- 
taken, the original site and the main mass of the neoplasm 
might be found to have been concealed from view in the 
retreating subglottic region. The typical subglottic cancer, 
however, arose in the area below and distinct from the 
cord, sometimes as low as the cricoid ring. It was gener- 
ally in the middle or anterior area of the larynx. It might 
also, without invading the anterior commissure, spread 
across below it to the subglottic area of the opposite 
side. The clinical character and full extent of a subglottic 
growth could only be estimated approximately by holding 
the laryngeal mirror very obliquely, so as to reveal the 
cauliflower surface or the dimpling or cupping which was 
not unusual. Impaired movement of the cord, quite out 
of proportion to the visible growth, might also prepare the 
surgeon for the subglottic condition. As the neoplasm 
grew it tended to extend upwards until, when advanced, 
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it appeared on the edge of the cord, but a subglottic 
growth might even run its course without a cord being 
reached. 
Symptoms and Diagnosis 


Alteration of voice was not the first nor an early notice- 
able symptom. The patient might first complain of occa- 
sional “colds in the throat,” and at times might feel the voice 
veiled and find difficulty in shifting catarrh. The gradual 
onset of slight dyspnoea and stridor on exertion might 
first bring the case to a laryngologist, who might fail to 
detect anything serious in the early stages or notice only 
occasional or even variable paresis of one cord. When a 
cord was clear, or only congested, or when the margin was 
simply serrated at one point, and particularly when the 
movement was at all impaired, careful inspection might 
reveal a subglottic growth. 

A subglottic cancer might occur in early life ; even when 
grown to a considerable size the correct diagnosis might 
be overlooked by a whole group of experts. Sir StClair 
described some illustrative cases in this connexion. When 
an unsuspected subglottic growth extended upwards until 
it reached the free edge of the cord it might produce a 
* mouse-nibbled * ulceration, and its first appearance might 
simulate a tuberculous lesion. A biopsy would be of help 
in these cases if a satisfactory specimen could be obtained. 
Unfortunately, it was just in these cases that the site and 
attachment in the receding subglottic area made this difli- 
cult or impossible until the case was so far advanced that 
such a proceeding was unnecessary and perhaps harmful. 


The prognosis in all cases of subglottic cancer was much 
less hopeful than in intrinsic cases limited to the free edge 
or surface of the cord. In a sequence of fifty cases of 
Jaryngofissure there were thirteen in which there was sub- 
glottic disease, and of this number seven patients, or more 
than 50 per cent., had died of recurrence, a striking pro- 
portion when it was recollected that less than 25 per cent. 
had recurrence in his statistics of all cases (chordal and 
subglottic) operated on by the laryngofissure route—these 
included many cases operated during the pioneer period 
which would not nowadays be accepted. Again, impaired 
mobility of a cord was met with more frequently in 
subglottic cases, and was of evil augury. 


Treatment 


It was a difficult question to decide whether these sub- 
glottic cases might be adequately dealt with through a 
laryngofissure or by a more extensive operation, generally 
a complete laryngectomy. If the subglottic growth had 
not spread as low as the cricoid cartilage and had not 
invaded the anterior commissure or crossed to the other 
side, removal by the laryngofissure route might be quite 
successful in securing a lasting cure, even if impaired 
mobility of the cord was noted. Fixation of the cord, 
although it diminished, did not destroy the possibility of 
lasting cure by a laryngofissure. Even a bilateral sub- 
glottic cancer, if it had not invaded the actual anterior com- 
missure, could be successfully treated in the same way. 
When a subglottic cancer had extended round to the 
Opposite side, and nearly always when the anterior com- 
missure had been invaded, a complete laryngectomy was 
indicated. 

The choice seemed to lie between these two alternatives: 
partial laryngectomy carried out through the laryngofissure 
route, and a complete laryngectomy. The full extent of a 
subglottic growth could not be correctly judged until the 
larynx had been split and its interior inspected en face. 
The extension was generally greater than was anticipated. 
This step might be followed by an endolaryngeal excision, 
if a satisfactory margin in all directions could be secured : 
or laryngectomy might be necessary. For patients whose 
age, health, or prejudice forbade a complete laryngectomy, 
and for those in whom this measure did not promise 
success, treatment by radiation should be considered. In 
such cases it should be borne in mind that the full extent 
of the growths was often misjudged, and that it was 
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difficult to ensure the exposure to radiation of a growth 
which might descend as far as the inside of the cricoid 
cartilage or even lower. An unsuspected extension to the 
opposite side might escape treatment by radiation, and 
this helped to explain some of the failures met with after 
this form of treatment. A study of such cases helped also 
to explain the failures which sometimes occurred with 
intrinsic cases not carefully selected for removal by the 
laryngofissure route. If this route were limited to intrinsic 
cancer of a mobile cord, with both extremities free of the 
disease, a lasting cure should be obtained in all cases and 
without an operative death. In cases where the subglottic 
growth had passed to the other side, or invaded the com- 
missure, or reached the arytenoid, or completely invaded 
and fixed the whole cord, a total laryngectomy was the 
surest procedure. 

The last part of Sir StClair Thomson's address was a 
description of the illness of the Kaiser Frederick. He 
mentioned that Mr. Lionel Colledge,' after a careful con- 
sideration of the various reports of the case, came to the 
conclusion that the disease was a subglottic cancer, below 
the left cord, with a small extension upwards in the region 
of the vocal process. 


COLOUR IN CAR HEADLIGHTS 


It is alleged by some that if the headlights of motor cars 
emitted coloured light instead of white driving at night 
would be easier and safer. Further, it is said that objects 
illuminated by coloured light are seen better, and that 
the light is less dazzling. Such claims as these, if they 
were substantiated, would make coloured lights a boon. 
In France the legislature was persuaded that these claims 
were sufficiently justified to warrant the compulsory use 
of yellow lights. 


The B.M.A.’s Comment on Yellow Lights 


When this action was reported the British Government 
asked the British Medical Association for its comments 
upon the problem. The special committee that was 
appointed by the Association reported thus: 


“It appears to the B.M.A. Committee that the Paris Com- 
mittee has made extravagant claims for the superi ity of 
yellow headlights over the ordinary * white’ variety. With the 
possible exception of an improvement in visual acuity for very 
small objects, previous research work shows that yellow 
illumination is not superior to white illumination of equal 
candle-power. Under the conditions of illumination on roads 
at night the acuteness of vision for small objects probably 
plays a relatively small part in the whole visual picture. 
Yellow illumination must be definitely inferior to white in 
the recognition of objects by their colour. The fact remains 
that many drivers do prefer a yellow light apart from the 
lower intensity of illumination. These preferences are probably 
psy chological.””* 


Inquiry by a Special Committee 


The Department of Scientific and Industrial Research 
has now gone further in the question.” Through a com- 
Mittee it has examined the material at the disposal of the 
British Medical Association and some later research. It 
propounded four questions and gives the answers thereto, 
with the experimental data upon which these replies were 
formulated. 


The questions are: 


(a) Can a driver of a car at night see better if he uses 
headlights emitting coloured light? 


’ British Medical Journal, 1935, 2, 916. 

* British Medical Journal Supplement, April 25, 1936, p. 225. 

* The Use of Coloured Light for Motor Car 
Illumination Research Technical Paper No. 20. London: H.M 
Stationery Office. 1937. Pp. 32. (9d.) 
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(b) Is the disturbance of a driver's vision by the head- 
lights of other cars reduced if they use coloured light? 

(c) Can a driver see objects at a greater distance in mist 
or fog if he uses headlights emitting coloured light? 


(d) Can the occurrence of coloured objects and back- 
grounds be turned to advantage by using headlights 
emitting coloured light? 


After considering these questions in detail and setting 
out all the known facts at length, the committee arrived 
at a general answer to the whole inquiry. That summary 
is the one which will be of most interest and assistance 
to car drivers. 


“None of the claims made in favour of using a coloured, 
and in particular a vellow, headlight beam rather than a white 
beam of no greater power has been substantiated. The claim 
for a greater range of visibility in fog may be regarded as 
definitely disproved. On the other claims for less dazzle and 
greater facility of vision the evidence is inconclusive : but it is 
apparent from the information at present available that further 
work is unlikely to show that any considerable advantage can 
be secured by using coloured light.” 


The Flat Beam Lamp 


To doctors the fog lamp is necessarily a matter of 
great interest. They must be out in all weathers, and in 
the winter may easily be caught in a fog. As has been 
pointed out in the columns of the Journal at earlier dates, 
the best way of meeting the difficulty is to secure a lamp 
which will project a flat beam parallel with the ground 
and as low down as possible. The fog is nearly always 
thinnest near the ground. A flat beam reduces the dis- 
persion of the rays so confusing with the usual headlights. 
The fact that this type of lamp is becoming a standard 
attachment to many cars of recent issue is sufficient 
evidence of its appreciation by drivers. The comfort of 
a properly fitted light of this type is little short of 
amazing. 

The dazzle problem in ordinary night driving has been 
dealt with by the British authorities. With a_ properly 
adjusted mechanism which will extinguish the off-side 
headlamp and dip the near-side lamp there is no dazzle. 
And withal the driver can drive safely in the broad beam 
of light projected along his near side. 


AN AWARD FOR GALLANTRY 


The King has awarded the Edward Medal to Robert Benjamin 
Saunders, M.B., Ch.B., in recognition of his gallantry in the 
following circumstances, recorded in the London Gazette: 


On January 4, 1937, an accident occurred in the Tebekwe 
Mine, Salisbury, Southern Rhodesia, in which a miner named 
Sheasby was trapped underground by a fall of rock and com- 
pletely buried. Dr. Saunders arrived at 3.15 p.m.. by which 
time the rescue party had removed most of the spillage from 
the imprisoned man’s body. His left hand, however, was 
firmly held between two timbers. He remained in this 
dangerous position until 12.30 p.m. the next day. During the 
whole of this time (with the exception of a short interval 
when he went to the surface for some food) Dr. Saunders 
remained underground rendering every medical assistance 
under extremely difficult and dangerous conditions. In order 
to attend to his patient at all the doctor had to lie on top of 
him with his back in close proximity to a dangerously shaky 
roof, any disturbance of which would have resulted in a fall 
sufficient to crush them both. After sixteen hours, when all 
efforts to extricate the miner had failed, it was decided to 
amputate his arm. The conditions only allowed of left- 
handed work. and the operation was therefore performed by 
a left-handed amputator under the supervision of Dr. 
Saunders. Sheasby was then transported to the surface, and 
he has now completely recovered from the effects of his long 
ordeal. 

Dr. Saunders displayed great devotion to duty in circum- 
stances of grave danger, and his example undoubtedly inspired 
the injured man with fortitude and the rescuers with courage 
and determination. 
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OPENING OF THE NEW 
SESSION 


CHARING CROSS HOSPITAL 


LORD ADDISON ON THE FUTURE OF 
MEDICAL SERVICES 


The annual dinner of the Charing Cross Hospital Medical 
School was held on Saturday, October 2, at the Cafe 
Royal, when a large number of past and present students 
were present. 

Lord Appison, M.D., F.R.C.S., presided, and proposed 
“ The Hospital and Medical School.” He said his associa- 
tion with both institutions had been at all times a cherished 
recollection. It seemed but yesterday that he was teaching 
anatomy to the students. Of course, if it had been under 
the present dispensation he would not have been there, 
because they had eschewed his subject nowadays : but he 
was always proud that the first two medical men to enter 
the British Cabinet happened to be professors of anatomy. 
So perhaps there was something in it after all. He recalled 
that in those days the hospital was always struggling 
against financial difficulties. Mr. Inman had not then 
been discovered. Though it had been his job in State 
Departments to choose men wisely, he had never been 
able to understand such men as Mr. Inman: they were 
able to extract blood from a stone. He knew of no 
training which, if used properly, could be of greater use 
than medical training. He recalled the foundation of the 
Medical Research Council. Then came the war, and there 
was no end to the problems which came before one in 
which one’s medical knowledge and training were not of 
great use. As Under-Secretary to the Board of Education 
he had managed to obtain grants for medical schools. 
It was hard to believe that he had had the greatest difli- 
culty in persuading the deans of two important medical 
schools to accept money from the State. That was now 
only a memory. The Government did not desire to run 
such institutions, but wanted them to run their own aifairs 
better, and, above all, to pay their staffs better salaries 
than he had received! When later the Ministry of Health 
was established it had been no light matter over eighteen 
months of struggle to persuade a number of laymen that 
it was a sensible thing to set up a State Department which 
should be concerned first and foremost with the promotion 
of the health of the people. Lord Addison went on to say 
that, although things had moved so quickly during the past 
twenty years, there would be in the next twenty, if the 
country were saved from the lunacy of war, organized 
application of knowledge and ability in the service of the 
State on a much more complete and far-reaching basis. 
It would not be long before the hospitals, Charing Cross 
included, were all part of a great scheme of public service, 
but they would not be less independent than now: they 
would, in fact, be more independent. They would be 
stronger and possibly more renowned, because the volun- 
tary hospitals of Great Britain led the world as a collection 
of institutions engaged in the application of medical and 
surgical knowledge and practice. He had found, if he 
might be allowed to say so, that many difficulties con- 
nected with the medical profession arose from the fact 
that it had been too self-centred. While members of a 
profession, they were nevertheless citizens, and _ their 
training was the most helpful to those called upon to 
exercise authority in the State. It brought out that most 
precious and rare quality in men—common sense. Speak- 
ing as one entirely outside, he anticipated that at some 
time or other Charing Cross Hospital would be very much 
bigger and, perhaps, not where it was to-day. Many 
present would, he thought, live to see a great hospital 
system out in the fields and fresh air, with the highest skill 
centred in the receiving centres in the cities, the whole 
working together. In this there must be a very important 
part for Charing Cross Hospital to take. 


OPENING OF THE SESSION 1937-8 


Tue 
Mepicat JoUKNAL 


Mr. Puitie INMAN, chairman of the hospital, replying to 
the toast, said, although that was not the time to make a 
full statement, there was under consideration a scheme 
which would commend itself to everyone connected with 
Charing Cross Hospital. The hospital's financial position 
was never stronger than at the present time. In spite of 
increased taxation the income for the past year was a 
record, being £11,500 more than that for the preceding 
year. That that was no flash in the pan was evidenced 
by the fact that this year the income was £4,500 above that 
for the same period of last year. That financial strength 
would be of very great assistance when they came to 
implement the scheme of rebuilding. In recording that 
the financial strength of the school equalled that of the 
hospital, the chairman paid a tribute to the magnificent 
service rendered by the dean, Mr. Eric Crook, and the 
secretary, Mr. Edwards. Dr. Epwin Warner proposed 
“ The Visitors,” and Mr. H. L. Eason, F.R.C.S., Principal 
of the University of London, responded. Mr. E. D. D. 
Davis proposed the chairman's health. 


ST. THOMAS’S HOSPITAL 
OLD STUDENTS’ DINNER 


The annual old students’ dinner of St. Thomas's Hospital 
took place on October 8 at the Dorchester Hotel, with 
Dr. JouN S. FairBairNn in the chair. There was a large 
attendance. 

In proposing the toast “ St. Thomas's Hospital and Medi- 
cal School ~ the CHAIRMAN said that the British Medical 
Association round-the-world tour in 1935 had revealed the 
devotion of old students to their schools, and at such 
a gathering as this the loyalty of those present to their 
alma mater could be taken for granted. Dr. Fairbairn 
spoke of his confidence in the ability of the great volun- 
tary hospitals to weather the changing conditions of 
to-day. Most of the teaching hospitals—with their three- 
fold functions of research, instruction, and care of the 
sick—would certainly survive, but they must move with 
the times and not merely hold to traditions of the past. 
The keynote for the future was co-operation all round, 
and here the organization of the British Postgraduate 
School pointed the way, with the Government, the 
University of London, and the London County Council 
each taking part. A most important development of the 
activities of St. Thomas’s was its social service depari- 
ment. Sir ARTHUR STANLEY, in reply, said that as 
treasurer he was responsible for the lay part of the 
hospital and had had to look at material things for the 
past twenty years. During his period of office £526,000 
had been spent on equipment and keeping the buildings 
up to date. In his belief, the splendid support given by 
the public would be continued as long as the voluntary 
hospitals deserved it. Professor L. S. DUDGEON, as dean 
of the medical school, also responded, and gave a brief 
report of outstanding events, including the baronetcy 
conferred on Sir Cuthbert Wallace, President of the Royal 
College of Surgeons of England, the K.C.B. for Sit 
Edward Mellanby, Secretary of the Medical Research 
Council, and Professor H. R. Dean’s appointment as Vice- 
Chancellor of the University of Cambridge. In the past 
two years co-ordination between the medical schools of 
London had advanced, more than justifying the pioneer 
work in this respect of Guy's, and St. Thomas's; 
there was now a better spirit all round. Professor 
Dudgeon then proposed the health of the guests, giving 
a friendly welcome to them all, with special mention of 
Professor T. B. Johnston, dean of Guy’s Hospital Medical 
School, who had been appointed medical superintendent 
of Guy's in succession to Mr. Eason. 

In replying for the visitors, Sir EweN MacLean, Presi- 
dent of the British College of Obstetricians and Gynaeco- 
logists, said that St. Thomas's was enviable for its great 
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and long tradition and its modern spirit. During the 
B.M.A. world tour Dr. Fairbairn proved himself a good 
shipmate and a good sailor, with a friend or friends in 
every port of call, nearly all of them St. Thomas's men. 
The last toast was that of “ The Chairman,” proposed 
by Dr. A. E. Russett, who spoke of the great public 
spirit of John Fairbairn and his. breadth of view: St. 
Thomas’s men always wanted to see him again whenever 
he could spare time to come to London from his home in 
far Lossiemouth. After the chairman’s acknowledgement 
of the kind words that had been spoken of him the rest of 
the evening was spent informally. 


On the afternoon of October 8 Sir Edward Poulton, 
F.R.S., president of the British Association, distributed the 
medals, certificates, and prizes won by students of Guy’s 
Hospital Medical and Dental Schools during the 1936-7 
session. Lord Nuffield, treasurer of the hospital, presided 
over the ceremony, which was held in the Medical School. 
In his inaugural address for the new session Sir Edward 
Poulton spoke on “* Evolution,” and illustrated his remarks 
with lantern slides. 


CONDITION OF REFUGEES IN 
CATALONIA 


We have received from Dr. RicHarpD W. B. ELLIs a copy 
of the report drawn up by himself and Dr. Auprey E. 
RUSSELL on the condition of refugees in Catalonia which 
they have presented to the National Joint Committee for 
Spanish Relief. This report is based on an examination 
of existing conditions—(1) on the arrival of refugees from 
the Northern Spanish provinces at Puigcerda ; (2) in the 
refugios and hospitals provided for their reception in 
Barcelona: and (3) in representative refugee colonies 
throughout Catalonia. During their tour Drs, Ellis and 
Russell were able to visit seventeen colonies in the 
provinces of Barcelona, Tarragona, Lerida, and Gerona ; 
the Stadium refugee hospital, the trachoma home, and two 
reception refugios in Barcelona; the refugee hospital in 
Gerona; the general and military hospitals in Figueras ; 
and the record office in Barcelona. Their observations 
and conclusions are summarized as follows: 


Summary of Medical Report 


1. There are conditions approaching famine amongst 
refugees in the north of Catalonia, and in remote villages 
in the south. This is principally due to lack of food 
throughout the whole province, but also partly due to 
breakdown in transport owing to the extreme shortage 
of petrol. 

2. The most urgent necessity at the moment is for milk. 
Although it has been possible to maintain the production 
of crops, the extensive slaughter of cattle for food will 
prevent an adequate home production of milk for a 
long period. 

3. There is a universal shortage of winter clothes, 
blankets, and shoes, which is becoming increasingly 
severe with the onset of winter and the continued influx 
of refugees. 

4. In view of the verminous condition of many of the 
refugees, the lack of soap is a serious danger ; although 
there have as yet been no cases of typhus recognized, 
conditions are such as to favour its epidemic spread if 
the disease should once occur. 

5. The principal medical dangers are at present those 
arising from the spread of trachoma, tuberculosis, and 
typhoid fever. 

6. Medical supplies of all kinds, including particularly 
anaesthetics, sedatives, rubber gloves, dressings, anti- 
diphtheritic sera, etc., are urgently needed in Figueras 
and Gerona. 
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MOTOR CARS FOR 1938 
THE EARL’S COURT EXHIBITION 
[From OuR MOTORING CORRESPONDENT] 


This year’s Motor Exhibition, the thirty-first organized by 
the Society of Motor Manufacturers and Traders, which 
opened on Thursday, October 14, and will continue until 
Saturday, October 23, took place for the first time in the 
large new exhibition building at Earl's Court. The new 
building is larger than Olympia, and has the advantage that 
the different sections of the show—cars, special coach- 
work, caravans, and motor boats—are all on the ground 
floor of one hall, with the accessories and components in 
the galleries. Altogether the products of fifty-eight 
different car manufacturers are displayed, the international 
character of the exhibition being well maintained. 


Some Modern Trends 


It is not an easy matter this year to summarize the 
general trend of things in the motor industry, for while 
the popularity of cars with four-cylinder engines has led 
several manufacturers hitherto only building vehicles with 
engines having six or more cylinders to introduce again 
a “four,” at least one firm has decided to drop its four- 
cylinder cars and confine itself to “ sixes.” The renewed 
popularity of engines with four cylinders in the case of 
cars up to about 14-h.p. is due both to improved design 
of the engine components and to the greater use of rubber 
in fixing the power unit in the chassis, with the object of 
overcoming any inconvenient vibration. As a result of 
the increased cost of steel and other raw materials, the 
majority of car manufacturers have found it necessary to 
raise their prices to the extent of about 5 per cent., but a 
few firms have been able to offer their productions at 
somewhat lower prices than last year. Whether slightly 
dearer or even cheaper, the 1938 cars, by reason of the 
various detail improvements, the very complete equipment 
of accessories and conveniences now included in the price, 
and the generally more attractive appearance and comfort, 
are excellent value for money. 


Body Designs 


The show is very largely one of covered cars, either 
saloons or coupés, very few open vehicles being seen, and 
these mainly for the sporting class of motorist. In this 
connexion it is interesting to mention that the Austin Co., 
except on the Austin Seven, has now ceased to produce 
open-bodied cars. So far as the outward appearance of 
motor vehicles is concerned, it may be said that freak 
designs in streamlined bodywork are conspicuous by their 
absence, designers having settked down to a. slightly 
sloping front and rear, with luggage and spare wheel 
and tyre receptacles in the latter. Certain minor changes 
from last year are in evidence, as, for example, a greater 
use of metal strips instead of wire mesh for the guards to 
engine radiators, and the painting of the frame or shell 
of the radiator to correspond with that of the car body, 
in place of chromium plating. The practice of placing 
the front and rear seats between the axles to aflord more 
comfortable riding is extending, while on some cars the 
front seat is being made sufficiently wide for two 
passengers in addition to the driver. Improvements have 
also been introduced in the seats themselves, those at the 
front now usually having tubular frames which can be 
adjusted as to height, tilt, and also the amount of leg room 
available. Even on small cars an increase in passenger 
space is noticeable, while in a number of vehicles the rear 
seat flooring is now flat instead of having separated foot 
wells. 

Bette: Vision for Drivers 


One important improvement in motor bodywork is a 
thinning down of the body pillars at the two ends of the 
windscreen, which results in the driver having a clearer 
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view of the road ahead, an improvement that should make 
for greater safety in driving. Another practice widely 
adopted is that of fitting twin windscreen wipers, so that 
the passenger as well as the driver may have the advan- 
tage of a clear windscreen in rainy weather. Direction 
indicators are, of course, now a standard fitting with all 
cars, being usually sunk in the pillars between the front 
and rear doors. In many cases they are of the self- 
cancelling type, which relieves the driver of the need to 
remember to drop the arm when the turn has been com- 
pleted. Instrument boards continue to show modifications 
for the better, the instruments being centrally grouped, 
so leaving space for large cubby-holes. A useful fitting 
on some cars—and one that might be more generally 
adopted—is a light bar below the left side of the instru- 
ment board by means of which the front seat passenger 
may assist himself, or herself, in dismounting from the 
car. 

In most covered vehicles more attention has also been 
paid to the matter of preventing fumes from the engine 
entering the interior, and better provision for ventilation 
has been made. In some cases, for winter use, heating 
apparatus of one kind or another is being provided. 
Doubtless as the result of feminine influence, manufac- 
turers are offering buyers a much wider choice of colours, 
both in exterior paintwork and interior upholstery, this 
applying to what are known as mass-produced vehicles 
as well as to the more expensive cars. 


Mechanical Improvements and Modifications 


The majority of motorists to-day take but little interest 
in the mechanical details of cars, it being sufficient for 
them that the vehicles shall be reliable, comfortable, and 
not too costly to run and maintain. It may be noted, 
however, that there is a tendency to adopt engines with 
overhead instead of side valves, a notable new adherent to 
the overhead type being the Morris Co., which is using 
it on all its models above 8-h.p. All the vehicles ex- 
hibited, except two makes, have engines with either four, 
six, or eight vertical cylinders, the exceptions being the 
Jowett, which remains faithful to a two- or four-cylinder 
horizontal power unit, and the German D.K.W., which 
is the only car exhibited with an engine working on the 
two- instead of the more usual four-stroke principle. 
Petrol is, of course, the fuel used for all these types, but 
this year there is a novelty. on the Citroén stand in the 
way of a 15-h.p. car fitted with a Diesel or heavy-oil 


engine. 
Easy Gear Changing 


On British cars gearboxes with four forward speeds are 
now usual ; on American cars, however, only three speeds 
are usually found, but the gear ratios are so chosen that 
satisfactory results are given in practical use, and in this 
connexion it is interesting to note that an all-synchromesh 
three-speed gearbox has been adopted in place of four 
speeds on the 25-h.p. Vauxhall. 


During the past summer many references have been 
made in the motoring press to the probable introduction 
of “two-pedal” car control, making clutch action auto- 
matic and so rendering the familiar clutch pedal unneces- 
sary. Apparently such rumours were not well founded, 
as there is no startling departure in this respect at the 
show. It is true, of course, that the Daimler and 
Lanchester concerns still retain the fluid flywheel system 
of transmission, and the Armstrong-Siddeley the self- 
changing gearbox which they have used for many years 
past, but the improvements effected in synchronized 
change-speed gears appear to have done away with the 
difficulties formerly experienced with gear changing. 
There has also been much talk during recent months of 
“ over-drives,” or something more than the usual direct 
top gear, for use on level open country roads, but while 
they are provided on a few makes of cars they are the 
exception rather than the rule, while as regards free wheels 
in conjunction with gvarboxes these show no increase. In 


view of the higher speeds now being attained on roads 
on which speed is unrestricted, considerable attention 
continues to be devoted to providing cars with powerful, 
reliable brakes, which continue to undergo improvement 
both as regards their means of adjustment and the readi- 
ness with which brake linings can be renewed when 
necessary. Nowadays, with so many service stations at 
which cars can be regularly and efficiently lubricated at 
a relatively small cost, motorists are not so much inter- 
ested in the lubrication details of their cars: it is satis- 
factory, however, to find an extension of the use of 
grouped chassis lubrication points, which is an advantage 
to those who prefer to look after their own cars. 


Independent Front-wheel Suspension 


One of the features of the 1938 cars is the almost 
universal use of road wheels of the steel-spoked, “ easy- 
to-clean ~ type, the wire-spoked variety so popular a few 
years ago being now rarely seen. Independent front- 
wheel suspension in place of the usual longitudinal, semi- 
elliptic springs is increasing in popularity, it being found 
on more makes of cars than last year, notable additions 
being the Daimler Fifteen, the Hillman and Lanchester 
Fourteens, and the and 20-90-h.p. British 
Salmsons. The front-wheel drive, while still found on 
certain Citroén and other cars, does not appear to have 
proved popular in this country, a back axle driven by 
a propeller shaft and spiral bevel or worm gearing con- 
tinuing the order of the day. One useful departure is an 
increasing use of adjustable steering columns, so that the 
length of the column may be adjusted to suit drivers of 
varying stature. The number of cars fitted with per- 
manent jacks continues to increase, these proving useful 
not merely for wheel changing when punctures—now very 
rare owing to the reliability of modern tyres—are en- 
countered, but also for raising the wheels clear of the 
ground during bodywork and chassis cleaning operations. 
A few of the more expensive cars include a wireless set 
among the special fittings, but despite the many auto- 
mobile radio receivers now available they are still far 
from being widely used. A practice that does not recom- 
mend itself to many owner-drivers is that of locating the 
radiator filler cap below the engine bonnet instead of 
externally in the top of the radiator as in earlier years. 
Although radiators do not often need replenishing with 
water it is a nuisance, when this is necessary, to have to 
raise the engine bonnet, and if one is not careful there is 
the added inconvenience and annoyance of spilling water 
over some of the engine components. To sum up, it may 
be said that both as regards the mechanical portion and 
the bodywork of cars the 1938 models are based on last 
year’s well-tried designs, the alterations consisting rather of 
detail improvements and modifications than any radical 
departures from previous designs. 


Some New Cars 


In view of the attractive prices at which they are avail- 
able, one of the features of the exhibition is the increasing 
number of 12- and 14-h.p. cars, some of which are still 
fitted with six-cylinder power units, but among which, as 
already indicated, are several with four-cylinder engines. 
Some of the 1I4-h.p. cars form excellent family vehicles, 
having ample room for five persons, and, in view of the 
fact that they are only subject to an annual tax of £10 10s. 
are likely to prove very popular during the coming season. 
In addition to those already mentioned, among the new 
cars which will be found worthy of inspection are the 
12-70-h.p. four-cylinder Alvis, the Big Seven and 18-h.p. 
six-cylinder Austins, the Daimler Fifteen with independent 
front-wheel suspension, the Hillman Minx and Fourteen, 
the new Humber Sixteen with “ Evenkeel ” suspension, the 
12-h.p. Morris, the 16-h.p. Riley with three-speed synchro- 
mesh gearbox and dual automatic over-drive giving five 
forward speeds in all, the attractive Triumph and SS. 
Jaguar cars, and the range of Singers, Rovers, and Flying 
Standards. Although most of the British car manufac- 
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turers announced their 1938 models some weeks ago, it 
has become usual for a few of them to keep as a show 
surprise details of one or more entirely new models. 
Thus, the Vauxhall Co. in addition to the 25-h.p., 12-h.p., 
and 14-h.p. cars has introduced a “Ten™ four-seated 
saloon embodying independent front-wheel suspension 
and other special features at an attractive price. 


Among the Accessories 


As at Olympia, the galleries at Earl's Court are devoted 
to an almost inexhaustible array of special fittings and 
accessories for cars. Probably in view of the new motor 
lighting regulations which have just come into force, chief 
interest lies in the latest production of lamp manufac- 
turers, designed to conform with the legal requirements 
which now apply to old as well as to new cars. Briefly 
stated, it is now necessary for headlamps to be permanently 
deflected downwards or fitted with some form of device 
which, by deflection of the light downwards, or both down- 
wards and to the left, renders the beam incapable of 
dazzling any person on the road, and for sidelamps to be 
fitted with bulbs of a capacity not exceeding seven watts 
and to have fronts of frosted glass or other material 
having a diffusing effect. Purchasers of new cars will 
have no difficulty with these regulations, but in the case of 
old cars it is for the owners to make themselves acquainted 
with the most satisfactory and convenient methods of 
converting their lamps in order that they may not infringe 
the regulations. There are also many examples of lamps 
specially adapted for driving in fog, many of which are 
fitted with yellow glasses, despite the fact that the Depart- 
ment of Scientific and Industrial Research has recently 
reported that none of the advantages claimed for such 
coloured glasses have been substantiated (see p. 765). 

Finally, it may be mentioned that the exhibition is open 
daily, except Sunday, from 10 a.m. until 10 p.m., and that 
the price of admission is 2s. 6d., except on Tuesday, 
October 19, and Thursday, October 21, when it is 5s. 
up to 5 p.m. and 2s. 6d. afterwards. It may be added that 
the Ford Company is, as usual, holding its own exhibition 
at the Albert Hall, Kensington, where the latest models 
of the Ford 8-h.p., 10-h.p., and 22-h.p. V8 cars are being 
displayed. It is proposed in next week's issue to follow 
the customary plan of referring to some of the new car 
medels, more especially to those likely to appeal to medical 
men from the point of view of suitability, reliability, and 
both purchase and subsequent maintenance costs, as well 
as to some of: the modern accessories which add to the 
convenience of motoring, particularly in the wintry period 
of the year now before us. 

Cc. J. W. 


On October 7 Lord Derby, Chancellor of Liverpool 
University, visited Runcorn to open new extensions to the 
Evans Biological Institute. In introducing Lord Derby, 
Mr. T. Edward Lescher drew attention to the fact that 
the organization known as the Evans Biological Institute 
is the result of continuous development during the last 
twenty-five years and that it originated as a laboratory 
and farm station in connexion with the Liverpool Institute 
of Comparative Pathology under the aegis of Liverpool 
University. It was in 1903 that Professor (afterwards Sir 
Rubert) Boyce and Professor (afterwards Sir Charles) 
Sherrington, together with Dr. H. E. Annett, then lecturer 
on comparative pathology at the university, conceived the 
idea of establishing a farm station at Higher Runcorn 
for the study of comparative pathology. In 1911 the 
Institute was taken over by Evans Sons Lescher and Webb 
for research purposes and became a branch of their 
business. The scientific tradition established in those 
early years has always been maintained and mainly con- 
cerns immunology and biological therapy. As the result 
of the progress made the present laboratories were com- 
pleted in 1928, and a year ago the new additions were 
begun on the site of the older works. 


Reports of Societies 


SCIATICA 


The opening meeting of the sixth session of the Mid- 
Staffordshire Medical Society was held on October 5, 
with Dr. A. E. Hopper presiding. Dr. C. W. BuckLey 
of Buxton read a paper on sciatica. 

Sciatic pain, he said, might be due to inflammation of the 
nerve sheath at any part of its course, to irritation of or 
pressure upon the nerve trunk, or it might be a referred 
pain from visceral or other causes. The nerve might 
be affected within the spinal canal, in the foramina through 
which the nerve roots emerged, in the pelvis, or in the thigh. 
The simplest form of classification was into root sciatica, 
trunk sciatica, and sciatic neuralgia, a referred pain. It 
was important to form a clear idea of the anatomical 
relations of the nerve, and to determine if possible the 
part affected. A large proportion of cases were due to 
pressure upon or inflammation of the fifth nerve root 
in its passage through the foramen, and the pain in the 
thigh and leg was often found to be limited to the dis- 
tribution of this root. The foramen between the fifth 
lumbar vertebra and the sacrum was the narrowest of 
those in the lumbar spine, while the root was the largest 
and filled the foramen almost completely. Lumbosacral 
and sacro-iliac strain were very likely to set up fibrositis 
in the region of the foramen, and thus to cause trouble- 
some sciatic pain: probably the majority of cases of 
sciatica were due to such causes. Fibrositis of the gluteal 
muscles, the pyriformis, and adjacent structures was 
responsible for another large group of cases. 

All patients who did not quickly respond to treatment 
should have an x-ray examination to discover whether 
there was any disease of the bones, such as osteitis, malig- 
nant growths, etc. A rectal examination might supply 
important information, and should be a routine. Inspec- 
tion of the back for abnormal curvatures, muscle spasm 
or wasting, tender spots, etc., must never be omitted. 
Laségue’s sign called for care in interpretation, while the 
nervous reflexes should be investigated, for the Achilles 
tendon jerk would be lost in cases of root sciatica of 
any severity. There were many conditions which might 
give rise to difficulty in diagnosis, but careful examination 
on a systematic plan excluded most of them. 


General Lines of Treatment 


In treatment rest was of primary importance, and a few 
days in bed at the outset would materially shorten the 
duration of the disease in most cases. Analgesics were 
usually required, and if the pain was severe morphine 
might be necessary, but it should be regarded as a method 
not of treating the disease but of enabling the disease 
to be treated. It was well to remember that a loaded 
colon might be the cause of sciatica, and an effective 
purgative sometimes worked wonders. Heat in various 
forms was always helpful, and when the acute stage had 
passed massage might be begun, though very gently at 
first. Where sacro-iliac or lumbosacral strain was present 
strapping the pelvis was useful, and a belt might be worn 
later to prevent recurrence as far as possible. The 
injection of novocain in saline was a most valuable method 
of treatment, and might be epidural, or into the sciatic 
foramen, or along the trunk of the nerve, according to 
the area affected. Manipulation was helpful in breaking 
down adhesions in cases of long standing or for the 
treatment of sacro-iliac strain. Among other methods, 
dry cupping. ionization, and diathermy might be tried, 
but drugs were of little service. 

Drs. A. V. Camppet, A. E. Hopper, and F. J. Morris, 
and Mr. Eric YounGc and Mr. G. A. Carter took part 
in the discussion which followed. 
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AETIOLOGICAL PROBLEMS OF CANCER 
AND TUBERCULOSIS 


On October 4, 5, and 7, at the London School of Hygiene 
and Tropical Medicine, Dr. GeorG Wo rrr of Berlin 
delivered three university lectures on aetiological prob- 
lems of tuberculosis and cancer. In the first two lectures 
Dr. Wolff traced the medical-statistical history of mor- 
tality from tuberculosis, indicating the more important 
sources of data and their defects. He enumerated the 
several aetiological factors, such as extent of infection, 
racial or individual constitution, environmental conditions, 
and illustrated various statixical methods of evaluation. 
He concluded that environmental factors have been not 
the sole but the principal factor of declining mortality, 
above all a higher general standard of nutrition, and that 
in improving that part of the environment which, unlike 
climate, is amenable to human control, future declines of 
mortality may be effected. 

In the third lecture Dr. Wolff dealt mainly with the 
supposed racial factor in the aetiology of cancer. He first 
showed the results of a full analysis of the rates of 
mortality of Jews and non-Jews in Berlin. These data, 
the first yet obtained in Germany in which the informa- 
tion was sufficiently complete to admit of the calculation 
of rates of mortality at ages and for sites, show that on 
the whole the rate of mortality from malignant disease 
among the Jews was rather below that of the general 
population, but the two rates were tending to approximate. 
Thus standardized rates (the census population § of 
Germany in 1910 was used as the standard population) 
in 1924-6 were, for Jews, males 8.5, females 11.7 per 
100,000 ; for the general population of Berlin 10.4 and 
12.6. In 1932-4 the corresponding rates were 9.2 and 
11.4 for Jews, 10.2 and 11.9 for the general population. 
The localization of malignant disease differed between the 
two groups. In Jews malignant disease of the lower part 
of the digestive canal was more frequent and of the 
upper part less frequent than in the general population. 
Jewesses suffered less from cancer of the uterus and more 
from cancer of the breast than the general population 
of women. 


Dr. Wolff called attention to the necessary ambiguity 
of many results, since they might be interpreted either 
as racial or environmental. He referred to work which 
has been done on such problems as the effect of circum- 
cision in lessening the liability to malignant disease, and 
pointed out that one had here a wide field for useful 
research in which clinical, experimental, and statistical 
methods might be used in co-operation. 


At the meeting of the Society of Public Analysts 
and Other Analytical Chemists, held on October 6, 
with the president, Dr. G. Roche LyNncu, in the chair, 
a paper on “Fluorine in Food Products” was read by 
Mr. H. C. Lockwoop. He said that the fluorine in 
various food products had been separated by distillation 
at 135° to 150° C. in an apparatus containing glass wool 
and sulphuric acid, and determined by means of a 
zirconium and alizarin reagent. The amounts found in 
many substances such as biscuit, gelatin, flour, glucose, 
cocoa, and egg-yolk were ni/ or insignificant (0.5 to 2 
parts per million), but the observation of Reid, that tea 
contained appreciable amounts of fluorine, had been con- 
firmed. Thus, China tea contained 40 and Indian tea 
60 parts per million. Approximately 75 per cent. of the 
total fluorine present would be found in an infusion made 
with tea. 


A proposal is on foot to issue a public appeal in South 
Africa ‘for £100,000 to establish a Cancer Research 
Institute at Johannesburg as a memorial to King 
George V. The Union Government will be asked to 
contribute £50,000, 


— — 


Local News 


INDIA 


Progress in Public Health 


In his report for 1935 Colonel A. J. H. Russell, I.M.S, 
Public Health Commissioner with the Government of 
India, calls attention to various sociological and health 
problems which cannot be overlooked even in a year 
which was “if anything rather less unhealthy than usual.” 
The population is still increasing steadily in British India, 
the birth rate having remained fairly stationary since the 
beginning of the century, while the death rate has been 
decreasing for all age groups except for that of 60 years 
and upwards. It is estimated that in the absence of 
abnormal epidemics or famine conditions the population 
of India will approximate 400 millions when the next 
census is taken in 1941. 


Cuter Diseases 


Plague has steadily declined, but this is not attributed 
to permanent improvement in sanitary standards, housing 
and other conditions favourable to the rat population 
being generally much the same as when this disease first 
made its appearance in Bombay forty years ago. It is 
suggested that there has been an increased immunity 
among rats in places where there- have been repeated 
epidemics, that the incidence of disease among them has 
consequently fallen, and that the human population has 
therefore been less iniected. The type of plague has been 
almost entirely bubonic, the pneumonic form being rare 
and very restricted. Climatic influences are thought to 
act through their effect on the total flea prevalence, the 
length of the life of the flea, and the production of 
Bacot’s * blocking phenomenon ™ in relation to these two 
factors. In 1935 the mortality rate from this disease 
was only 32,000, as compared with previous annual rates 
approximating half a million. Small-pox epidemics were 
more marked than in the four previous years ; the Deccan 
and the plain of the Ganges were the most seriously 
affected. In the Bombay Presidency the incidence was the 
highest since 1930, and urban death rates were, as usual, 
generally much higher than the rural ones. Colonel 
Russell points out that only very rarely are vaccinated 
persons attacked, but that the occurrence of relatively 
free years induces a measure of carelessness as regards 
vaccination among the general Indian public, which in 
due time results in epidemics among the unprotected. 
Vaccination work is also handicapped by defective health 
organizations in some of the provinces, where supervision 
is either inadequate or perfunctory and reporting of out- 
breaks of small-pox is delayed. Registration of births 
is unsatisfactory still, and Colonel Russell emphasizes the 
desirability of employing female vaccinators for work 
among women and children and the more careful super- 
vision of the vaccinators already at work in some districts. 
It is suggested that the disease now prevalent in India 18 
less virulent than it was formerly. The rise in the cholera 
mortality curve noted during 1933 and 1934 continued 
during 1935, but the peak did not approach that com- 
monly in evidence before 1921. Rural areas suffered more 
severely than urban, but there was always clear evidence 
of the close relation between outbreaks of disease and 
faulty water supplies and general sanitation. Colonel 
Russell adds that inoculation with cholera vaccine still 
remains the most effective method of personal prophylaxis. 
Choleraphage was effective in certain areas, and in the 
Muzaffarpur and Purnea districts, where full statistical 
details were obtained, it was shown to cut short the course 
of prevailing epidemics provided that immediate steps were 
taken to deal with the whole population. Both as a cura 
tive and as a prophylactic measure choleraphage achiev 
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very good results. Colonel Russell insists that more 
attention must be paid to malnutrition, wherever prevalent, 
if more rapid advances are to be made in stemming the 
ravages Of malaria, tuberculosis, leprosy, and infant and 
maternal mortality. This involves closer co-operation 
between nutritional research workers and food producers, 
more practical realization of the valuable discoveries of 
Sir Robert McCarrison, and more attention to the large 
proportion of the population of India which is still under- 
nourished. Tuberculosis has been increasing during the 
last three decades in towns, and is now spreading to the 
rural villages, where the more primitive races are begin- 
ning to suffer severely. It has been stated that the district 
of Darjeeling, which is mainly rural and by no means 
industrialized, has a tuberculosis death rate second only 
to Calcutta city in the whole Province of Bengal. Colonel 
Russell points out that if this is verified the position 
demands immediate attention, although effective prophy- 
lactic work will necessitate the surveying of large areas 
from many points of view. The bovine bacillus seems to 
be still rare in India, very few cattle being infected and 
milk being almost invariably boiled before use. 


RESEARCH 


One of the twelve sections of the report is devoted to 
research throughout India in the various institutes and 
hospitals, special attention being given to the work of the 
Indian Research Fund Association. Many investigations 
in 1935 were financed by or carried out in other ways 
under the auspices of this body. Field inquiries into 
cholera, malaria, and plague are yielding information 
which is being published in various periodicals as it is 
obtained. Mention may also be made of a nutritional 
research at Coonoor, including a survey of Indian food- 
stuffs and the examination of children in famine camps, 
schools, and hostels, and a dietary research by the Bombay 
Presidency Baby and Health Week Association. In several 
centres postgraduate teaching is associated usefully with 
the research work. The office of the Public Health Com- 
missioner continues to act as the epidemiological bureau 
of the Government of India, and weekly and monthly 
statements are issued. Close touch is maintained with 
other comparable organizations elsewhere in the world, 
and study tours are arranged as well as visits of delegates 
to international conferences. 


All-India Institute of Hygiene 


Progress is reported in 1936 in the work of the All-India 
Institute of Hygiene and Public Health, Calcutta, in its 
dual functions as a centre for advanced studies in public 
health and as a research organization. There is an 
increasing demand for teaching in public health, and the 
accommodation for pupils was taxed to its uttermost, 
some applications having to be refused on account of 
lack of space. Private practitioners still form the bulk 
of these students at present, but it is hoped that with the 
new Indian Constitution there will be a greater demand 
for trained public health officials in connexion with the 
launching of new health programmes and the formulation 
of new schemes, particularly in rural areas. The impor- 
tance of practical education is being increasingly stressed, 
the example of the Balkan States being more closely 
followed in this respect, since it is difficult in India for 
the young public health officer to obtain an appointment 
under an experienced senior before responsibilities fall 
heavily upon him. Among the researches being continued 
is the investigation into the causation of cholera epidemics. 
As regards the basal metabolism of Indian children, it 
has been shown that the number of calories required by 
children in India is no less than in European children. 
This is of practical significance in the task of making a 
Nutritional survey of India and the fixing of dietary 
Standards and calorie requirements. The results of bio- 
chemical studies of human blackwater fever cases were in 
keeping with the results obtained in investigations into 
malarial haemoglobinuria in monkeys. A detailed and 


systematic programme of research into the part played 
by the endocrine glands in blackwater fever is now in 
progress. In tuberculosis allergic phenomena appear to 
be more prominent than in Europe, and a special effort 
is being made to discover why there is this biological 
difference between the European and Indian races. The 
elucidation of this problem will probably lead to a more 
accurate assessment of the prognosis and the right lines 
of treatment. A maternal mortality inquiry revealed the 
importance of anaemia as a contributing factor in deaths 
due to sepsis; it was the sole cause of death in 18.6 per 
cent. of the 300 cases investigated. The maternal and 
child welfare section of the Institute was maintained 
during the year under review by the Countess of Dufferin 
Fund. The inquiry into the chief causes of death asso- 
ciated with childbirth is continuing. 


ENGLAND AND WALES 


Health Problems of Newcastle 


The annual report of the medical officer of health for 
the city and county of Newcastle-upon-Tyne contains 
some interesting vital statistics. The birth rate for the 
year 1936 of 15.6 per 1,000, while comparing favourably 
with the rates for England and Wales as a whole and for 
the 122 great towns, is the lowest yet recorded in New- 
castle, where the rate was 31.9 as recently as thirty years 
ago. The report records with regret a maternal mortality 
rate of 5.92—a figure SO per cent. higher than the national 
figure, and the highest in the annals of the city. No 
attempt is made to attribute this entirely to the evils of 
overcrowding and poverty, and an inquiry is foreshadowed 
to discover a possible deficiency in hospital arrangements, 
medical and midwifery practice, or central direction. The 
infantile mortality rate of 90 per 1,000 shows an increase 
over the figures of 83 and 86 for the two preceding years, 
and contrasts even more unfavourably with the national 
rate of 59. In this case, however, there was an exceptional 
cause. Several outbreaks of infective enteritis, both 
domiciliary and institutional, occurred during the year, 
and there were 105 deaths among children under 2 
years. A special investigation of neo-natal mortality has 
shown that deaths in the first month of life are more 
frequent in hospitals than at home. The scope of the 
inquiry was confined to children born of normal labours. 
The evidence appeared strongly to suggest that over- 
crowded maternity wards and inferior maternity hospital 
accommodation were contributory causes of neo-natal 
mortality. Plans have been prepared for a new maternity 
hospital of 140 beds, and also for replacing the present 
accommodation at the Newcastle General Hospital by a 
modern unit with thirty beds. The general death rate tor 
the city—13.1 per 1,000—shows a slight increase. Cancer 
continues to be second among individual causes of death, 
and for the first time a detailed inquiry has been made 
into deaths from this disease in Newcastle. It was found 
that in I! per cent. of cases there had been delay in 
seeking medical advice ; that in one case in ten diagnosis 
was delayed by the necessity for further investigation ; and 
that one-third of the cases proved to be completely resis- 
tant to every form of treatment, even when promptly and 
efficiently applied after early diagnosis. In the majority 
of cases diagnosis was rapid and admission to hospital 
without delay. Facilities for deep x-ray therapy were 
not wholly adequate. As a result the Schools and Charities 
Committee of the corporation proposes to establish and 
maintain a special department for this purpose at the 
Newcastle General Hospital, to be completed in 1938. 
Among zymotic diseases, diphtheria shows a record inct- 
dence of 693 cases, although large numbers of children 
have been protected by immunization. There were filty- 
three cases of bacillary dysentery, in which the diagnosis 
was bacteriologically confirmed. This figure, though high, 
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is an improvement on that of the previous year. Most of 
the cases were sporadic, but there were two outbreaks in 
institutions. There were seven deaths. The whole report 
makes rather sad reading, but it must be remembered that 
not only is Neweasile one of the most densely over- 
crowded areas in the kingdom, but also that the city and 
district suflered very severely from the economic depres- 
sion. The health authorities have therefore to face an 
uphill task. 
Harrogate New Baths 


The ceremony of laying the foundation stone of the 
New Royal Baths at Harrogate was performed by Sir 
Kingsley Wood, the Minister of Health, on October 6. !n 
the presence of a large and representative audience the 
Mayor welcomed the Minister, and reminded his audience 
that the first step in the spa development scheme had been 
taken four years ago when the new sun colonnade in the 
Valley Gardens was opened by Lord Horder. These new 
baths were a further instalment of the development. After 
the stone had been laid by Sir Kingsley Wood and dedicated 
by the Bishop of Ripon, the president of the Harrogate 
Medical Society (Dr. Sinclair Miller) conveyed to them 
the thanks of the town for the services they had rendered 
and coupled the name of Lord Horder with the resoiu- 
tion. Sir Kingsley Wood, in responding, expressed his 
admiration of Harrogate and the great benefit he had 
derived from its waters on many occasions. He referred 
to the enormous industrial waste and invalidity caused by 
chronic rheumatic affections, and made reference to the 
valuable research work that was being done in the rheum- 
atic research department of the Harrogate Royal Bath 
Hospital in conjunction with the Leeds University in 
elucidating the causes of rheumatism and in the advance- 
ment of treatment. Lord Horder, likewise responding, said 
he was pleased to be present at the ceremony as it gave 
him an opportunity of showing his belief in Harrogate and 
its waters. He had great faith in the potential benefits of 
Harrogate to mankind. 


Further Great Gifts to Oxford 


Lord Nuffield has announced his intention to give 
£300,000 to the Radcliffe Infirmary, Oxford. This is his 
second large donation to the hospital, to which he had 
already given £150,000. The latest gift will form an 
endowment fund, the income from which will go towards 
raising the standard of the services. Mr. W. M. Good- 
enough, president of the Oxford and District Joint Hos- 
pitals Board, said on October 8 that when Lord Nuffield 
made his great benefaction to the University Medical 
School and founded the Nuffield Trust he had in mind 
not only the development of medical research and teaching 
in the University of Oxford, but also of the local hospital 
provision, where they might aim at services which would, 
in time, perhaps serve as a model of their kind. 

As we go to press it is announced that Lord Nuffield has 
offered the University of Oxford £1,000,000 (including a 
building site valued at £100,000) for the building and 
endowment of a new graduate college to be devoted to 
the collaboration, particularly in social studies, of scholars 
and of practical experts. This new college will—to quote 
from Lord Nuffield’s letter to the Vice-Chancellor— 
“ foster co-operation not only between the scholar and the 
man of affairs working in the same field, but also between 
the workers in different fields.” Two further gifts by 
Lord Nuffield to Oxford were announced at the same time. 
They are £100,000 for the erection and endowment of a 
new laboratory of physical chemistry, and £200,000 for 
the erection of buildings at hospitals associated with the 
medical research scheme endowed by him last year. 


Work of a Medical Charity 


At the last quarterly court of the directors of the 
Society for Relief of Widows and Orphans of Medical 
Men, with Dr. C. Kempster, vice-president, in the chair, 
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the audited accounts for the half-year ended June 30 
were presented. During this period a sum of £2,195 was 
distributed among the sixty widows and nine orphans in 
receipt of relief. Special grants amounting to £52 10s. 
were made to enable two orphans to continue medical 
studies. The death of a widow, who had been in receipt 
of grants for the past nine years, was reported. She had 
received in grants £630, and in addition £262 10s. to 
assist her to pay for the medical education of her son, who 
has now qualified. Owing to the increase in the number 
in receipt of grants the directors regret that there will not 
be sufficient funds available to make the widows a 
Christmas present this year, but each orphan will receive 
£5. Of the sixty widows on the books, two are over 
90, five over 80, and nine over 75. The question of 
celebrating the one hundred and fiftieth anniversary of the 
foundation of the society next year was mentioned, and 
it will most probably take the form of a dinner. The 
question will be fully discussed at the January meeting 
of the court. Membership of the society is open to any 
registered medical man who at the time of his election 
is residing within a twenty-mile radius of Charing Cross, 
Full particulars may be obtained from the secretary at 
11, Chandos Street, Cavendish Square, W.1. 


SCOTLAND 


Health of Glasgow 


The annual report of Dr. A. S. M. Macgregor, medical 
officer of health for Glasgow, states that the general death 
rate for the city during 1936 was 14.5 per 1,000 of the 
population, as against 13.8 in 1935: the lowest death rate 
on record was 13.4 for 1933. The increase was attribu- 
table to epidemics of measles and influenza and the pre- 
valence of diarrhoeal disease in young children. The 
two chief features of the vital statistics of recent years 
had been the falling death rate and the falling birth rate. 
When the Glasgow death rate was analysed it was found 
that the greatest saving of life had been effected at the 
younger ages, chiefly between 2 and 5 years. Comparing 
the deaths at these ages in the year 1900, four children 
had died in that year for each one who died in 1936, 
and going back to 1870 the proportion had been seven 
to one. The infantile mortality for the year 1936 was 
109 per 1,000 births, this figure being the highest with one 
exception since 1924. Compared with the other large 
Scottish cities it was relatively high, the figure for Edin- 
burgh being 68, for Aberdeen 70, and for Dundee 81. 
Scarlet fever had been responsible for 54 deaths, an un- 
usually low figure, measles for 311, and whooping-cough 
for 117. There had been an unusual outbreak of para- 
typhoid fever, with a total of 200 reported cases and six 
deaths. It occurred in the early months of the year and 
no definite cause had been assigned to it; there had 
probably been many more mild and undetected cases. 
There had also been a considerable prevalence of dys- 
enteric and diarrhoeal affections, mostly in young children 
and mainly in the poorer quarters of the city, and this 
had been the chief cause of the rise in infantile mortality. 
It had been broadly related to housing and to maternal 
efficiency, and investigation showed that it was definitely 
graded throughout the various housing schemes, from a 
low rate in rehoused areas to its highest rate in slum 
areas. The report regrets that building difficulties have 
slowed up the rate of closing unfit houses. 


Honyman-Gillespie Lectures 


A series of eight postgraduate lectures, which are open 
free to all medical practitioners, will be delivered in the 
Royal Infirmary of Edinburgh this autumn under a grant 
received from the Honyman-Gillespie Trust. The lectures 
are connected with an eight-weeks course on_ internal 
medicine, in which different sections of medicine are 
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dealt with by the various members of the staff of the- 


Royal Infirmary in successive weeks. The course is 
mainly clinical, with the addition of demonstrations in 
instrumental methods, morbid anatomy, bacteriology, 
radiology, dietetics, and physiotherapy as connected with 
the different sections of the course. The Honyman- 
Gillespie lectures will be delivered in the West Medical 
Theatre of the Royal Infirmary on Thursdays during the 
course at 5 o'clock, and the names of the lecturers and 
titles of the lectures are as follows: October 21, Professor 
W. T. Ritchie, “ Disordered Circulation of the Interstitial 
Fluid ~; October 28, Dr. Edwin Bramwell, “ The Pupil 
Reactions ~; November 4, Professor D. K. Henderson, 
“Suicide ~: November 11, Dr. Fergus Hewat, “The 
Lungs and Pleura“: November 18, Dr. John D. Comrie, 
“Diet and Dyspepsia”: November 25, Professor D. M. 
Lyon, * The Importance of Urinary Reactions in Disease 
and Treatment ; December 2, Dr. John Eason, “ Toxic 
Goitre ; and December 9, Dr. Alexander Goodall, The 
Management of Pernicious Anaemia.” 


Pathology and Clinical Medicine 


Professor J. S. Young, M.D., recently appointed to the 
chair of pathology at Aberdeen University, delivered his 
inaugural lecture on “ Pathology: The Political Economy 
of the Human Body ~ on October 5, Principal J. H. Fyfe 
presiding. Professor Young said he had had the advan- 
tage of teaching pathology in a new institute of pathology 
at Belfast. which was situated in the grounds of the 
hospital, and in Aberdeen a new department of pathology 
was in process of erection within the gates of the Royal 
Infirmary. It would share a floor with the department 
of medicine, while the sister subjects of bacteriology, 
clinical chemistry, materia medica, surgery, and mid- 
wifery would be accommodated under the same roof. 
This policy of centralization in immediate contact with the 
hospital was advantageous to students, teachers, and the 
public alike. 


Correspondence 


Treatment of Cancer of the Breast 


Sir,—Mr. Geoffrey Keynes, in his article in the Journal 
of October 2, admits the need for further pathological 
investigations in breast cancer, and appears to have 
accepted the revolutionary conclusions of Mr. J. H. Gray 
as a guide to practice. It is therefore important to point 
out that Mr. Gray has only issued an interim report of 
his work. It has not been published in such a form that 
it can be subjected to the usual processes of criticism. 
He has made a series of statements, which have received 
the imprimatur of the Cancer Research Committee of 
St. Bartholomew's Hospital and the approval of Mr. 
Keynes, but for which the evidence is still to seek. 

Mr. Gray denies the presence of lymphatic vessels in 
the papillae of the skin and in the fasciae, apparently 
entirely on the ground that thorotrast injection fails to 
demonstrate these vessels. On similar evidence it would 
be easy to disprove the existence of Mecca, simply by 
making an unsuccessful attempt to reach that city and by 
a refusal to read the works of previous travellers who have 
succeeded. Ranvier demonstrated the papillary lymphatics 
of the skin of the rat's ear many years ago. Hyrtl in- 
jected the human papillary lymphatics, and his specimen 
remains in University College Museum to this day. As 
to the lymphatics of the fasciae, it may be observed that 
Heidenhain in twelve out of eighteen cases of breast 
cancer found cancerous lymphatics running from the 
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breast to the pectoral fascia. From his observations he 
concluded that cancer generally advanced along these 
vessels and along those of the pectoral lymphatic plexus 
by a process of continuous growth, less often by embolism. 
This was in 1889. After he has reached this stage of the 
subject | may refer Mr. Gray to the work of Langhans 
and Stiles and to my own books. 

I am delighted that Mr. Gray has devoted himself to a 
study of lymphatic anatomy and that he has found a new 
and ingenious method of approaching the subject. But 
when on such flimsy evidence he denies the spread of 
breast cancer by permeation in the deep fascia—one of 
the best-established facts in pathology—it is necessary to 
state plainly that such views are a menace to the effective 
treatment of the disease, whether by surgery or by radia- 
tion. Their adoption would soon lead back to the days 
when local recurrence after operation was the rule. 

Further investigations on the dissemination of cancer 
of the breast are no doubt desirable, as Mr. Keynes rightly 
says. Meantime the results of those already made may 
be commended as a subject of study within the walls of 
St. Bartholomew’s.—I am, etc., 


London, W.1, Oct. 7. W. Sampson HANDLEY. 


The Scope of Orthopaedic Surgery 


Sin,—Mr. S. E. Duff asks for a ruling on the limits 
of orthopaedic surgery (Journal, October 9, p. 726). There 
is no better definition of the field of orthopaedic surgery 
than the one which was ultimately adopted by Sir Robert 
Jones—" the treatment by manipulation, operation, re- 
education, and rehabilitation of the injuries and diseases 
of the locomotor system.” All the conditions included in 
Mr. Duff's list of cases form part of the routine practice 
of modern orthopaedic surgery. Orthopaedic surgery, 
however, is not a specialty divorced from surgery as a 
whole ; it remains an integral part of “ general surgery.” 
It thus follows that the general surgeon has an undisputed 
right to treat, if he so desires, any of the cases in Mr. 
Duff's list referred to him in hospital or private practice.— 
I am, ete., 

Manchester, Oct, 11. 


Elongation and Dilatation of the Colon 


Sir,—In the Journal of July 24 (p. 154) Professor J. R. 
Learmonth, in a paper dealing with the elongation and 
dilatation of the colon, states in his section on the treat- 
ment of megacolon: 

“Of the many technical procedures suggested by far the 
most eclectic is that devised by Telford and Stopford (1934), 
and | consider that it should be employed exclusively. It 
consists in the resection of the mesially directed branches of 
the lumbar ganglia from the second to the fourth inclusive, 
and avoids the paralysis of the vasoconstrictor nerves to the 
legs which follows the (equally efficacious) removal of the 
lumbar cords, and the sterility which follows resection of 
the presacral nerve in male patients.” 

I would suggest to Professor Learmonth that this 
identical proceeding was suggested by Mr. H. C. Trumble, 
one of our Baker Institute workers, and carried out 
successfully on four patients as early as 1931. In dealing 
with the question of sympathectomy of the distal colon in 
the treatment of Hirschsprung’s disease Mr. Trumbie 
states: “The simplest way to do this is to divide the 
lumbar splanchnic nerves just proximal to the inferior 
mesenteric ganglion.” Five patients were operated cn, 
but, in addition to the above operation, on the first patient 
only the left sympathetic trunk was cut (Med. J. Ausiral., 
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October 3, 1931). Mr. Trumble published an account of 
his operation again in the British Journal of Surgery 1935, 
23, where he states: “The majority of the inferior 
splanchnic nerves and the coeliac root of the inferior 
mesenteric ganglion are divided near the origin of the 
inferior mesenteric artery from the aorta.” 

Professor Learmonth attributes to Mitchell (1935) the 
discovery of the supply of parasympathetic fibres from 
the sacral outflow to the upper part of the distal colon, 
a fact which Mr. Trumble had already established (Med. 
J. Austral., August 4, 1934), and which Telford and 
Stopford had recognized in March, 1934, though their 
description was in some respects defective. I trust that 
Professor Learmonth will not take amiss these small 
criticisms of his paper, but will recognize the value of 
Mr. H. C. Trumble’s work in any future papers he may 
write on the subject. 

Gask and Ross, in their book Surgery of the Sym- 
pathetic Nervous System (p. 122), discussing the problem 
of sympathectomy of the distal colon, state that: 


“It might be preferable ... to divide their splanchnic 
branches on both sides, and to excise the pre-aortic plexus 
for an inch above the inferior mesenteric artery, leaving the 
presacral nerve undisturbed. This is practically the tech- 
nique advocated by Trumble, the only difference being that he 
is content to divide the lumbar splanchnic nerves just proximal 
to the inferior mesenteric ganglion, since he believes that the 
pre-aortic plexus takes no part in the sympathetic supply to 
the colon.” 


am, ete., 
Alfred Hospital, Melbourne, WILLIAM Jas. PENFOLD. 
Sept. 24. 


Idiosyncrasy to Prontosil 


Sir,—With reference to Dr. G. P. Humphry’s letter 
(October 2, p. 680), in some cases prontosil certainly causes 
pyrexia with accompanying symptoms of severe malaise, 
which, however, rapidly subside when the drug is stopped. 
I have recently observed its effect in three cases of lupus 
erythematosus. 


The first was an old nurse with lupus erythematosus of the 
scalp, associated with a mild but painful multiple arthritis. 
After taking two tablets of prontosil thrice daily for ten days 
she had a shivering attack—perhaps a true rigor—and her 
temperature rose, reaching 102° F. on one occasion ; she felt 
extremely ill and had diarrhoea. The symptoms quickly 
abated when the prontosil was discontinued. I saw her about 
a fortnight later, and there was a remarkable improvement 
in the lupus erythematosus and her rheumatic pains had 
ceased, but such a result might have followed a_ febrile 
reaction of whatever causation. I suggested she should take 
one tablet daily, but there was an immediate recurrence of the 
fever and malaise. 

Another case was that of a lady with chronic lupus 
erythematosus of the nose, including the vestibules, associated 
with rheumatism of the “ fibrositic” type. She had a long 
history of streptococcal infections of various kinds. After 
taking one tablet of prontosil thrice daily for about ten days 
she developed a high temperature (over 102° F.), with severe 
malaise but no diarrhoea. Another attempt to take the drug 
provoked the same symptoms. I saw her this week ; as in the 
first case there was great improvement in the lupus erythema- 
tosus and her “rheumatism” had entirely gone. In the third 
case the same symptoms occurred and were followed by 
considerable improvement in the eruption. 


Whether prontosil in these cases would have proved of 
permanent value had it been tolerated it is impossible to 
say. As I have said, the improvement observed was quite 
possibly due to the severe febrile reaction, and not to the 
specific action of the drug.—I am, etc., 


London, W.1, Oct. 1. H. W. Barser. 
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Continuous Negative Pressure in Surgery 


Sir,—I am very grateful to Mr. J. T. Morrison (October 
9, p. 726) for his kind criticism of my paper (Journal, 
September 25, p. 613). Although he prefers intercostal 
drainage with his ingenious trocar and cannula, he admits 
that there may be difficulty in making certain that the 
eye of the drainage tube is in the pleural cavity. I should 
think that there would be more difficulty in maintaining 
the end of the tube just in the pleural cavity in spite 
of “secundum artem ™ methods of fixation. The internal 
flange of the Tudor-Edwards tube is a great help against 
intermittent drainage or non-drainage by slight displace- 
ment of the tube. Mr. Morrison advises intercostal 
drainage as a “first step,” so I presume that he resorts 
to rib resection when drainage is unsatisfactory: this is 
why many surgeons give up closed drainage instead of 
giving up intercostal drainage. If adequate drainage is 
present from the beginning I believe that chronic empyema 
would be less frequent. He does not explain why I am 
wrong in advising rib resection early, but I suppose the 
proportion of his cases recovering without rib resection 
is sufficient to advocate intercostal drainage as the primary 
measure. 

Mr. Morrison admits that stronger suction is indicated 
in the “more chronic cases.” I do not see any contra- 
indication to the application of a constant negative pressure 
of 30 mm. of mercury (the normal intrapleural pressure 
at the end of full inspiration) from the onset as an attempt 
to prevent chronic empyema arising.—I am, ete., 


Liverpool, Oct. 9. M. J. BENNETTI-JONES. 


Adult Serum in Measles 


Sir,—Arising out of Sir Kaye Le Fleming's account of 
the use of adult serum in measles I wish the profession 
at large would take up this question, as there-is no 
doubt in my mind that it is the only practical method 
we have of dealing with these outbreaks at the present 
time. As Sir Kaye points out, I have been able to 
institute through the good offices of Dr. R. A. O'Brien of 
the Wellcome Research Laboratories an exchange method 
whereby the serum obtained is replaced by whole blood 
from suitable volunteers. One must face the fact that 
convalescent serum, except in hospitals, is out of the 
question, and also for some time to come placental 
globulin will not be available in any considerable amount. 
In respect of adult serum, any young adult who has had 
measles can provide the amount that is necessary for his 
own family, and in each case in which it has been used 
to my knowledge there have been sufficient volunteers 
to deal with the outbreak. 

May I point out that during the last two outbreaks I 
have kept both the local hospital and the isolation hos- 
pital open. The non-immune contacts are immunized 
and the ward carries on. It is only those who have been, 
as I have, in charge of various children’s hospitals during 
a measles outbreak who know what a curse a case of 
measles used to be in the wards. Now, as I have said, 
we immunize and carry on. During this last outbreak I 
promised the head master of one of the biggest pre- 
paratory schools on the South Coast that I would assist 
if they got measles during this outbreak: during the last 
they had had five mastoids. On the occurrence of the 
first case the thirty-seven non-immune boys were inocu- 
lated at once, thanks to Dr. O’Brien, and no further case 
occurred. Shortly afterwards at Lord Mayor Treloar’s 
Home a case of measles occurred the day after I visited 
there, the diagnosis being in doubt at the time of my visit. 
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Sir Henry Gauvain telephoned the next morning that 
there was no doubt whatever about the diagnosis, and 
1 was able to supply him with the seventeen doses neces- 
sary to immunize the non-immune contacts, and no further 
case occurred, 

| have been able in my own district not only, as I 
have said before, to keep the hospitals going, but also to 
deal with private cases where small children or invalids 
were at risk. My serum has on each occasion been 
supplied by volunteers from the Rover Scouts. They 
have been provided with a certificate over the seal of my 
council commemorating their good deed. I tried to 
arrange with Lord Baden-Powell that there should be 
some decorative reward for such services as these, which 
are of inestimable value but which were not contemplated 
when the scout movement was inaugurated. The com- 
mittee of the Scout Association considered the matter, 
and despite an early enthusiastic reception of my 
approaches the final resolution was that until the pro- 
fession itself made a call for the service there was not 
suflicient evidence for them to start a campaign. 

Surely in the circumstances it is time the profession 
utilized the information at its disposal and also utilized the 
services’ which would undoubtedly be forthcoming from 
the Rover Scouts provided the mind was made up and 
the application made for assistance. Unfortunately it 
seems hardly to be recognized what a scourge measles 
really is. Those of us in the public health service have 
year after year to chronicle the fact that the deaths from 
measles and whooping-cough exceed those of all the 
other infectious diseases put together. It is time the 
profession made its voice heard in order to do something 
to wipe out the scourge of measles.—I am, etc., 

E_win H. T. Nasu. 


Public Health Department, 
Hounslew, Oct. 1. 


Sin.—The recent article by Sir Kaye Le Fleming 
Journal, September 25, p. 612) and Dr. Sinclair Miller's 
letter (October 9, p. 725) are apt to give the impression 
that adult serum is useless in the prevention of measles. 

My own experience with fifteen cases of children under 
the age of 8 is very much to the contrary. All were given 
from 7 to 10 c.cm. of parents’ serum from blood taken 
the day before, and all had been in intimate contact with 
infected brothers or sisters in country cottages. One child 
developed the rash three days after inoculation, which in 
this instance was obviously given too late. Of the re- 
maining fourteen two had very mild attacks with pyrexia 
for two days, and the rest escaped. The discrepancy may 
easily be explained by the difference in the ages. and 
therefore weights, of the subjects. I suggest that a dose 
of 3 c.cm. per stone weight would protect if given before 
the sixth day after exposure, and 2 c.cm. per stone weight 
might have prevented the occurrence of otitis in three 
of the nineteen cases inoculated early in the incubation 
period.—I am, etc., 

Finchampstead, Berks, Oct. 4. 


Endotracheal Anaesthesia 


Sirn,—With some diffidence I enter the controversy re- 
garding the use of endotracheal anaesthesia in thyroid 
surgery. As one of the anaesthetists who has given some 
thousands of anaesthetics for Mr. Cecil Joll for thyroid 
cases, the majority being by the endotracheal route, | 
can state that we have found that many of the dis- 
“advantages put forward against this method do not appear 
in actual practice. There is undoubtedly a division of 
Opinion as to the desirability of using endotracheal tubes 
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in thyroid work as a whole, but most anaesthetists and 
surgeons would agree, | believe, on the advantages they 
offer in cases with obstruction to the airway by pressure 
on the trachea, and especially in cases of malignant goitre. 
It is possible that the prejudice against an endotracheal 
tube dates from the time when the stiff, unyielding type 
of tube was used, before Dr. Magill introduced the soft 
rubber catheter. 

While I would make no claim that an endotracheal tube 
is essential for all thyroid work, it seems going to the 
Opposite extreme to deny to all thyroid patients—as was 
suggested by Dr. Ivor Lewis in his article of September 25 
—the benefits which go with endotracheal anaesthesia.— 
I am, etc., 

London, N.W.3, Oct. 9. 


Spinal Anaesthesia for Caesarean Section 


Sir,—I_ was interested to read Dr. Herbert Spencer's 
letter in the Journal of October 9 (p. 723), on spinal 
anaesthesia for Caesarean section, but I cannot let his 
opinion pass unchallenged. I have used spinal anaes- 
thesia for Caesarean section for many years and am 
satisfied with its advantages, not only where ordinary 
obstetric indications are present but especially when heart 
disease or lung disease is present. My anaesthetist, 
Dr. J. C. A. Norman, and | have found it free from 
danger under the technique we have evolved. We have 
never yet found a fall in blood pressure. The technique 
includes (1) premedication, and (2) the use of spinocaine 
—lighter than cerebrospinal fluid—as the anaesthetic, 
which is given with the most rigid antiseptic precautions 
and with meticulous attention to many details. We are 
convinced of the safety and advantages of this method.— 
I am, etc., 

Bournemouth, Oct. 9. 


Indications for Induction of Abortion 


Sik.—I should like to add my support to Dr. J. H. 
Hannan’s plea (October 9, p. 726) for legal sanction of 
induction of abortion in cases of incest and rape. The 
amount of wretchedness caused by these pregnancies has 
to be seen to be fully believed. 

Some time ago I was asked for a second opinion on a 
girl of 16 who three months previously had been assaulted 
on her way home one evening by an unknown man. By 
her struggles she succeeded in preventing penetration, and 
the sexual act was limited to an extrusion of semen at the 
orifice, but pregnancy ensued. On examination the hymen 
was intact. The parents and the girl were distraught, but 
physically she was perfectly fit and, with the law as it 
stands, I had to decide against termination. 

Admittedly, this was an unusual case, but it was 
definitely against the public interest for that pregnancy to 
continue, and yet the law makes no provision for such. 
Like Dr. S. W. Wright, I trust that the law will never be 
altered so radically as to include all unwanted preg- 
nancies ; but, in like manner as the law of divorce has 
recently been widened, so the law of abortion should, and 
indeed must, inevitably be amended to include pregnancies 
arising from incest and rape.—lI am, etc., 

London, W.C.1, Oct. 11. 


CLaupe W. Morris. 


S. GorRDON LUKER. 


W. G. Burns. 


Sir,—If Dr. F. M. R. Walshe would restrict his letter 
(October 2, p. 678) to facts, his criticisms might be helpful. 
But when he reads my thoughts, not only “ bluntly ~ but 
inaccurately, and comments on the result, he is on much 
less sure ground, In fact, the conclusions that he draws 
are entirely unwarranted. Far from there being “an 
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absence of clinical indications,” as Dr. Walshe suggests, 
ene of the patients | mention was actually admitted to 
hospital and reached the operation trolley before it was 
finally decided that the pregnancy should continue. More- 
over, I do not “frankly admit that on purely clinical 
grounds they were justified in refusing to induce abor- 
tion.” I said that no doubt they were, departmentally, 
within their rights, but that the whole history of the 
patient was not being sufficiently taken into account. 
The law may “never hand over to us the power of life 
and death over our future fellow-citizens “—although such 
questions as voluntary euthanasia and sterilization are 
in the air—but it has handed over such power, in a 
modified degree, over our present fellow-citizens, and it 
is against the misuse of such power that my letter of 
protest was written. Some of us have to live with our 
patients, year in and year out, and not simply see them 
once in the somewhat hurried atmosphere of an out- 
patient department: and | think that even Dr. Walshe 
would concede that the responsibilities of medical practice 
are more likely to be brought home concretely to the 
individual practitioner than to the specialist.—I am, etc., 


London, W.1, Oct. 4. E. A. BUTTERWORTH. 


Expulsion of Placenta in Advance of Foetus 


Sir,—I have read with great interest the report of the 
case submitted by my friend, J. W. Nankivell, the com- 
munication of additional examples by L. Fothergill and 
O’Donel Browne, and the response which the subject 
has drawn from the erudite pen of Miles Phillips. I first 
read Dr. Nankivell’s memorandum upon returning home 
from the Liverpool Maternity Hospital, where I had just 
witnessed a similar occurrence—the birth of a placenta 
praevia in advance of the infant. 


The patient, aged 34 years. para-2, was admitted on Sep- 
tember 10 at term and in early labour, with a history of having 
lost about a pint of blood. Foetal heart sounds could not be 
heard. The placenta was just covering the internal os, and 
the cervix admitted two fingers with difficulty. Scalp forceps 
was applied, but it was found impossible even with hand 
traction completely to control the loss which occurred with 
each pain. Two hours later, after giving an intravenous gum 
saline, the forceps was removed, internal version performed, 
and a leg brought down through a cervix which would just 
admit a hand. A blood transfusion was given. About an 
hour later, just as the upper part of the thigh was appearing, 
the placenta was extruded through the vulva. There was no 
bleeding. Delivery was completed with assistance ten minutes 
later. The membranes were passed on the second day of the 
puerperium. The responsibility and treatment were equally 
shared with Mr. C. J. K. Hamilton, the resident obstetric 
surgeon, and to him the patient and myself are greatly 
indebted. 


In this instance only a few minutes elapsed between the 
birth of the placenta and the delivery of the infant, and 
the accident must be attributed, at least in part, to the 
preceding interventions. In the case reported by Laudadio 
(1932) the vertex presentation was complicated by a 
placenta praevia, prolapse of both hands, one leg, and 
the cord. Delivery was effected with the forceps, the 
complete placenta appearing in front of the head. 

The question of “prolapse of the placenta (for so it 
is referred to in the Continental literature) has received 
little notice in the ordinary English textbooks. German 
works, such as those of von Jaschke and of Stoeckel, 
describe the condition and allude to some of its implica- 
tions. I confine myself here to two points. First, the 
diagnosis. Though prolapse of a placenta praevia is 
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apparently the commoner occurrence, it may also arise 
when the placenta is normally implanted. Hdégler (1931) 
met this complication in five out of 158 cases of accidental 
haemorrhage. Early in 1935 1 found in such a case at 
least half the placenta in the vagina and assumed the 
condition to be one of placenta praevia. My first thought 
was to sweep the placenta away and deliver by version; 
but more careful investigation revealed a marked con- 
traction ring in advance of the presenting part, another 
abnormality which I have not seen before or since. A 
study of the specimen obtained by Caesarean hysterectomy 
showed that the case was one of accidental haemorrhage 
with the placental site wholly on the upper segment. 
Burezak (1932) has considered the whole question very 
fully. Among the many aetiological factors which play 
a part in prolapse of the normally inserted placenta, 
shoulder presentations occupy a prominent place. Pos- 
sibly Dr. Fothergill’s case belongs to this group. The 
membranes and their point of rupture in relation to the 
placenta should be studied and recorded in these unusual 
cases as well as the relevant clinical data. 

Secondly, is there still a place in the hands of the 
professional obstetrician for the therapeutic removal of 
the placenta praevia in advance of the child?’ Holter- 
mann (1936) believes that in exceptional circumstances 
there is, and has described a case which amply supports 
his contention. In abdominal delivery the question like- 
Wise arises. When the lower segment incision directly 
involves placental tissue Hégler (1936) removes the 
placenta before the child. On one occasion I have fol- 
lowed his practice and was able to prove that not only 
may it occasionally be an advantage, but that it is not 
fraught with those alarming consequences which one is 
too readily inclined to imagine. 

The articles by Holtermann, Hégler, and Burezak with 
their useful bibliographies cover almost every aspect of 
this subject from the modern point of view.—I am, etc., 


Liverpool, Oct. 7. C. McinrosH MarsHALL. 
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Pubertas Praecox 


Sir,—In discussing his case of pubertas praecox, pub- 
lished in the Journal of September 25 (p. 620), Dr. Kerr 
very justifiably excludes an adrenal tumour because of 
the absence of virilism. But he then proceeds to con- 
clude that “the most likely diagnosis in this case would 
be pineal syndrome due to neoplasm or hyperplasia of 
the pineal gland.” Might I suggest that a more probable 
diagnosis is either an ovarian cyst, or a tumour of 4 
granulosa-cell or a sarcomatous type? Elterich (1931) 
analysed twenty-five cases of female children with pre- 
cocious menstruation; tumours or cysts of the ovaries 
were found in twenty-one. Moreover, pineal tumours in 
children are almost invariably found in males and not 
females. Thus McCord (1917) in an analysis of twenty- 
five cases of pineal tumour in children found that twenty- 
three of them were boys. In fact Timme (1933) states 
that sexual precocity in the female has never been known 
to be associated with pineal tumour. This statement is, 
however, probably too dogmatic. 

The only feature which suggests a diagnosis of pineal 
tumour is the headache. This cannot be considered of 
very great significance, however, in view of the absence 
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of any other sign of brain tumour. There is no vomit- 
ing, the optic disks are normal, and there are no_local- 
izing signs of pineal tumour such as pupillary changes 
due to pressure on the corpora quadrigemina. The 
absence of mental precocity is also against such a diag- 
nosis and is in favour of ovarian cyst or tumour. Dr. 
Kerr makes no mention of having performed a rectal 
examination. This might be well worth doing in order 
to ascertain whether an ovarian cyst or tumour can be 
felt.—I am, ete., 
B. G. SHAPIRO, 
M.B., Ch.B., M.A., Ph.D. 


REFERENCES 
Elterich, T. O. (1931). Pennsylvania med. J., 84, 629. 
McCord, C. (1917). Trans. Amer. Gynec. Soc., 42, 41. 
Timme, W. (1933), in Practice of Medicine (R. L. Cecil), p. 1144, 
third edition. 


London, Sept. 28. 


**The Other Half” of Medicine 


Sir,—I should like, if I could, to help bridge the gulf 
between medicine and its “ other half,” which seems to 
have been somewhat widened by recent correspondence. 

lt is indeed futile to try to cure with drugs a true case 
of conversion hysteria in a patient who has found in 
his or her symptom a solution of an emotional problem, 
a solution which is reflected in the serenity, the ™ belle 
indiflérence * of the patient with a hysterical paralysis, 
or aphonia, or whatever it may be. But there is another 
type of patient who also manifests physical symptoms 
for which no organic cause can be found, whose person- 
ality shows no signs of a solution of any problem, who 
clearly suffers mentally as well as physically. In_ these 
patients emotional stress is disturbing the healthy function- 
ing of the body, and although there may be some symbolic 
significance in the function which breaks down (for 
example, the acute constipation of a girl who feels she 
cannot permit herself any outlet for her aggressive and/or 
creative impulses because of what she feels to be the 
stronger claims of parental devotion) the expression of 
the emotional conflict in the language of physical symp- 
toms represents sfress rather than solution. 

In cases such as these physical measures are surely 
demanded, even though the aid of the “ other half ™ of 
medicine will be required to reach the real cause of the 
symptom. In such cases the psychotherapist (who when 
conducting a deep analysis often finds it wisest to avoid 
medicating the patient himself) needs close co-operation 
with the physician (usually the family doctor) if he is to 
help his patient to full bodily and mental health. Often 
it is only when the acute distress caused by such mani- 
festations of mental stress as insomnia, headache, nervous 
vomiting, etc., is relieved by sedatives that it is possible 
for the patient to co-operate satisfactorily in psychological 
treatment. Moreover, such medication is not necessarily 
interpreted by these patients as an assumption that the 
source of their trouble is “ organic ~ (as it would be in 
the case of the true hysteric), for they are usually persons 
of good intelligence and capacity for insight, who are 
prepared to accept the fundamentally psychogenic nature 
of their illness when this is suggested to them. 

May I urge that there is still so much concerning the 
physical functioning of the body ‘n its interrelations with 
the emotional life about which we are stil most pro- 
foundly ignorant, that psychotherapists, no less than 
physicians practising “ ordinary medicine,” can only hope 
to advance in knowledge if they work in closest co- 
Operation and on the same patients.—I am, etc., 


London, W.C.1, Oct. 8. Laura Huron. 
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Pernicious Anaemia with Diabetes Mellitus 


Sir,—It might be of interest, in view of Dr. H. G. 
McGregor’s interesting paper (Journal, September 25, p. 
617), briefly to give the case history of a patient of mine 
at present undergoing treatment for the same conditions. 

A widow, aged 59, had a two-years history of attacks 
of B. coli infection of the urinary tract. During this period 
she had no obvious anaemia, the haemoglobin percentage 
being 85, and the urine was sugar-free. In July, 1937, she was 
noticed to be markedly anaemic in appearance, and was 
admitted to hospital for investigation (July 31). The blood 
picture showed a typical pernicious anaemia: haemoglobin, 
42 per cent.; red blood cells, 2,020,000; colour index, 1.05; 
the mean diameter of the red cells was 8 ,, and anisocytosis, 
poikilocytosis, and nucleated red cells were present. A test 
meal showed complete achlorhydria. The urine contained pus 
cells and B. coli, but no sugar or acetone was noted. 

Treatment by intramuscular liver extract was started, and on 
August 27 the readings were: haemoglobin, 55 per cent. ; red 
blood cells, 2,625,000 ; white cells, 5.000; colour index, 1.58. 
On September 3 the findings were: haemoglobin, 62 per cent. : 
red blood cells, 3.200.000; colour index 0.96. On this latter 
date the patient became comatose. The urine was found to be 
loaded with sugar and acetone, and the blood sugar was 
442 mg. per 100 c.cm. She responded to insulin and glucose 
given intravenously. Subsequently the urine was kept sugar- 
free with doses of 10 and 8 units of insulin daily, and at 
present with 6 units in the morning and 4 at night. The blood 
sugar readings have been 356, 246, and 191 mg. per 100 c.cm. 


I am indebted to Dr. W. Rolland, honorary physician 
and pathologist at Bolton Royal Infirmary, for kindly 
supplying me with his clinical and laboratory findings in 
this case.—I am, etc., 


Bolton, Oct. 2. Haro_p W. Bowyer, M.B., Ch.B. 


Aetiology of Erythema Nodosum 


Sir,—With all due deference to Dr. P. R. Graves 
(VJournal, October 2, p. 681), I feel that his letter giving an 
account of a small epidemic of erythema nodosum is not 
quite an adequate reply to mine (September 18, p. 599). 
My description of one case was in no sense written as 
supporting one theory or another, but was offered as a 
definite example of a case proved as far as possible in 
favour of one theory, and in an attempt to attract simi- 
larly proved cases whatever the conclusions drawn from 
them. 

Dr. Graves’s cases, | would venture to point out, hardly 
approach this standard. Tonsillitis per se does not neces- 
sarily spell streptococci, and the fact that all the cases were 
in one family might indeed tempt one to suggest that 
there was a tuberculous taint in the family, activated as it 
often is by some acute infection. I do not offer this as 
an adequate argument, but simply to show how debatable 
is the evidence Dr. Graves offers. I myself have had 
other cases which seemed to support one or other aetio- 
logical theory, but without what one considered to be 
adequate or conclusive proof.—I am, etc., 


London, N.7, Oct. 2. W. Lees Tempceron, M.D. 


Sir,—The case of erythema nodosum described by Dr. 
W. L. Templeton (Journal, September 18, p. 599) pre- 
sented two features of interest. First, there were lesions 
on the face; surely this is very uncommon? Secondly, 
the erythema ran its usual course, lasting from a fortnight 
to three weeks with a gradual disappearance of the lesions, 
although the tuberculous gland, which Dr. Templeton 
regards as the source of the toxin, went from bad to 
worse, until three weeks later it was removed. 
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In the two cases which I reported in the Journal in 
1931, associated respectively with tuberculous meningitis 
and a mammary tubcrevloma, the same sequence was 
observed. It seems to me remarkable that the effect 
should disappear before the cause. In the same report 
I included the case of a married woman whom I had 
attended during two attacks of erythema nodosum, each 
associated with follicular tonsillitis. In this instance the 
patient recovered from the tonsillitis before the erythema 
disappeared. Early this year | had under my care a 
young lady who developed erythema nodosum somewhat 
late in the course of an unusual pulmonary infection. 
Dr. Lionel Whitby, who examined the sputum, found 
Streptococci, with pneumococci, and M. catarrhalis, but 
no tubercle bacilli. At no time did the illness suggest 
a tuberculous condition, and when later Dr. Bellamy made 
an x-ray examination the films showed only a lower lobe 
bronchopneumonia. Moreover, the patient has remained 
perfectly well since her recovery. 

Dr. Philip Graves has now reported a minor epidemic 
of five more cases of erythema nodosum following tonsil- 
litis. In his cases, as in mine, the presumed cause and 
effect subsided in the right order. If it is agreed that 
the streptococcus can enter the blood stream without 
obvious lesion in the throat or intestine, then it seems 
most probable that every case of erythema nodosum is 
really streptococcal in origin, but that the condition occurs 
sufficiently often for it to coincide sometimes with other 
infections.—I am, eic., 


Sydenham, Oct. §. 


W. M. Penny. 


Cataract Extraction 


Sirn,—The publication in the Journal of August 14 
(p. 319) of an article by Mr. Basil Graves describing a 
new method of narcosis in cataract operations and the 
subsequent correspondence have led me to give a short 
description of a method which we have employed for 
a considerable time in cataract extractions in a mental 
hospital where Miss Ida Mann is the visiting consultant. 
Mental patients are notoriously difficult to deal with, both 
at operation and subsequently, and it became necessary to 
adopt some reliable sedative measure, while at the same 
time retaining as much co-operation as possible. 

Paraldehyde given by the mouth, usually in doses of 
2 drachms, was found ideal for this purpose, and in spite 
of statements to the contrary is not too unpleasant. The 
patient is prepared in the usual way, and about half an 
hour before being taken to the theatre is given 2 drachms 
of paraldehyde in | oz. of water. This is sufficient to 
induce a state of mild drowsiness, which deepens during 
the hours following the operation. This usually takes 
place in the early afternoon, and a second dose of the 
same strength is often necessary later the same evening, 
and this usually maintains quietude during the night. 
Further administration varies with the individual, but 
similar doses once or twice daily may be given as freely 
as necessary. The method is both simple and safe, and 
renders the use of morphine or its derivatives superfluous. 

The operative results have been excellent. Excitement 
and trepidation are allayed, and a fair degree of co- 
operation is retained. There is complete lack of post- 
operative restlessness and vomiting, and we have never 
had a case of prolapsed iris. An interesting final point 
is that the acute maniacal symptoms which often follow 
cataract operations in the sane have been entirely absent 
in these psychotic patients.—I am, etc., 


JoHn J. Laws, M.R.C.S., D.P.M. 
Horton Hospital, Epsom, Oct. 5. 
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Post-mortem Examinations in Inquest Cases 


Sir,—I have read with interest Dr. L. F. Beccle’s letter 
(Journal, October 2, p. 684) suggesting that doctors should 
refuse to give Opinions on inquest cases when in doubt 
as to the cause of death. An experience of mine showing 
the consequences of following this advice may be of 
interest in this connexion. 

While acting as locumtenent in a small provincial hos- 
pital three years ago I admitted a girl, aged 4, who had 
been run over by a municipal refuse cart. The child 
was in extremis and died fifteen minutes after admission, 
the only external sign of injury being a small bruise on 
the chest wall. I communicated with the coroner's officer 
and asked for permission to make a post-mortem exam- 
ination. Later in the day the coroner's officer called to 
see me, and, saying that the coroner was very averse 
to necropsies, tried to persuade me to say that the child 
had died from a fractured skull. This 1 refused to do, 
and replied that I could not give an opinion as to the 
cause of death without a post-mortem examination, 
After some argument the coroner's officer left the hospital, 
and an hour or so later telephoned to say that the coroner 
had given permission for a necropsy. At the necropsy I 
found that the child had died from a ruptured liver, the 
abdomen being full of blood. There were no other 
injuries. 

At the inquest I was publicly rebuked by the coroner, 
who implied that I was indulging a morbid taste by 
insisting On a post-mortem examination, and reproved me 
for “wasting the ratepayers’ money.” As I was only 
in the town for a fortnight the coroner's remarks did 
not affect me, but it is easy to understand that such 
remarks published in the Press would be prejudicial to 
the practice of a doctor permanently residing in_ that 
locality, and in the face of such criticism considerable 
courage is required to pursue the right course. I am in 
entire agreement with Mr. Brooke's suggestion (Septem- 
ber 25, p. 639) that post-mortem examinations should 
be compulsory in all inquest cases.—I am, ete.. 

Hull. Oct. 4. IrRts M. CULLUM. 


International Postgraduate Congress 


Sir.—Professor Henry Cohen has struck a timely note, 
Until Germany mends her ways in the treatment of our 
professional brethren we must be wary. One's friends 
are inclined to say we doctors must not meddle in 
* politics.” but when some of the best men. in Germany 
are thrown out of their positions for no reason other 
than religious or racial principles, when the question of 
merit does not apply, then a resolution fostered in Berlin 
to further “* international fellowship and friendship” must 
be viewed with suspicion.—I am, etc.. 

Dublin. Oct. 5. BETHEL SOLOMONS. 


Nutrition in the Falklands 


Sir,—The indifferent milk yield, poor soil, and ill-health 
of man and beast said to prevail in the Falklands tempt 
one to look for some common factor. Sir John Orr is 
reported to have described the soil as acid, with a high 
nitrogen content which is not utilizable. Reading this, 
the temptation to the amateur gardener to think of absence 
or scarcity of lime in a proper form is irresistible. I 
would suggest that the absence or scarcity of calcium in 
a suitable form may be the initial factor causing a whole 
sequence of troubles. If my surmise is correct the remedy 
is: lime on the pastures, and lime and good husbandry in 
the gardens.—I am, etc., 


Shrewsbury, Oct. 9. Avpert E. NICHOLLS. 
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Obituary 


SIR JOHN THOMSON-WALKER, F.R.C.S. 
Consulting Urological Surgeon, King’s College Hospital 
We regret to announce the death on October 5 at Avie- 
more, Inverness-shire, at the age of 67, of Sir John William 
Thomson-Walker, the distinguished genito-urinary surgeon, 
who retired from hospital and private practice six years 
ago and went to live at Goring in Oxfordshire. 

A son of the late John H. Walker of Newport, Fife, 
he received his education at Dundee High School, the 
Edinburgh Institution, and the University of Edinburgh, 
where he won medals and prizes in chemistry, physiology, 
gynaecology, and medicine. He graduated M.B., C.M.Ed. 
in 1894, took the English Conjoint diplomas in 1896, 
and the F.R.C.S.Eng. in 
1899. Two years” as 
house - surgeon at the 
Glasgow Royal Infirmary 
and the Dundee Royal 
Infirmary were followed 
by postgraduate study in 
Vienna and Jena. He then 
settled in practice as a 
surgeon in London, and 
was appointed to the visit- 
ing staff of St. Peter's 
Hospital for Stone and 
Urinary Diseases and of 
the Hampstead General 
Hospital. In 1907 he was 
Hunterian Professor at the 
Royal College of Surgeons 
of England, taking as the 
subject of his lectures “ Renal Function in its Relation 
to Surgery.” 

In 1919, while still actively associated with St. Peter's 
Hospital and with the Radium Institute as urinary surgeon, 
Thomson-Walker was invited to the newly created post of 
senior urologist and lecturer on urology at King’s College 
Hospital. His reputation by that time was world-wide, 
more especially in the surgical treatment of prostatic 
enlargement. He at once set to work to form and develop 
a urological department at King’s, and throughout his term 
of office there took the keenest interest in every detail 
of this work. His courteous manner, his enthusiasm, 
his great technical skill, his patience, his kindness generally, 
and his sympathy with his patients made him universally 
respected and admired. Having etlectively organized the 
department and the teaching of urogenital surgery at 
King’s he resigned from the active staff in 1929, and was 
elected emeritus lecturer on urology in the medical school 
and consulting urological surgeon to the hospital. During 
his ten years at Denmark Hill he took a keen interest 
in the pathological museum and presented to it a large 
collection of specimens illustrating the pathology of the 
urinary organs : he also gave the medical school a cinema 
projector and a series of films of urological operations 
made at the hospital. With Dr. Graham Hodgson he 
designed a new pyelography table, which was installed 
in one of the operating theatres in February, 1930. In 
Private practice, as in his hospital work, Thomson- 
Walker's personality inspired complete confidence. 

Sir John Thomson-Walker, who received the honour 
of knighthood in 1922, was vice-president of the second 
congress, and president of the fifth congress, of the 


Société Internationale d’Urologie. In 1921 he presided 
over the Section of Urology at the Annual Meeting of 
the British Medical Association at Newcastle; in the 
following year he was president of the corresponding 
Section of the Royal Society of Medicine: in 1926 he 
was Silvanus Thompson lecturer before the Rdénigen 
Society, and in 1930 delivered the Lettsomian lectures 
before the Medical Society of London, of which he was 
elected president in 1933. His international repute was 
shown by the honorary membership conferred upon him 
by the urological societies of America, France, Germany, 
Austria, Spain, Portugal, and Hungary, and of the 
Academy of Medicine of Rome. He published Surgical 
Diseases and Injuries of the Genito-urinary Organs in 1914, 
and at various times contributed articles on prostatectomy 
and diseases of the bladder and kidneys to surgical text- 
books and journals. 

During the war he held a commission as captain in the 
R.A.M.CAT.F.), and was honorary consulting surgeon to 
Queen Alexandra’s Military Hospital, Millbank, to 
King Edward VII Hospital for Officers, and to the King 
George Military Hospital. For his war services he 
received the O.B.E. in 1919. He was also a Deputy 
Lieutenant of the City of London. 


[The photograph reproduced is by Elliott and Fry, Ltd.] 


W. ST. CLAIR SYMMERS, M.B., C.M. 
Emeritus Professor of Pathology and Bacteriology, Queen's 
University, Belfast 
The death occurred at his home in Wellington Park, 
Belfast, on October 4, of Professor W. St. Clair Symmers 
after a long illness. His passing leaves a great blank in 
the medical profession in Belfast, where his pleasing and 
striking personality had won for him universal respect and 
admiration. Dr. Symmers came to Belfast as successor 
to Professor Lorrain Smith in the Musgrave chair of 
pathology in 1904, holding this office till 1929, when he 
retired and was accorded the title of professor emeritus. 
It is possible that his experience of life in different 
countries contributed to the development of his charm 
and wide outlook and his great knowledge of men and 
things, but this was supplemented by his study of classic 
works of literature and philosophy. In his later years he 
delighted in the study of Virgil, and of the works of this 

author he had a valuable collection. 

The son of George Symmers of Huntly, Aberdeenshire, 
William St. Clair Symmers was born at Columbia, South 
Carolina, on January 4, 1863, and his boyhood was spent 
in that State. From America he proceeded to the Univer- 
sity of Aberdeen, where he graduated M.B., C.M. in 1887. 
After a short period of general practice he was assistant 
pathologist at the Royal Infirmary, Aberdeen, pathologist 
to the Birmingham General Hospital and the Lancashire 
County Asylum, Manchester, and resident medical officer 
of the West Brompton Hospital. Bacteriology claimed 
his attention, and for nine months he studied at the 
Pasteur Institute in Paris, and was then appointed assistant 
bacteriologist to the British Institute of Preventive Medi- 
cine (now the Lister Institute). 

In 1897 he was placed by the Crown in the chair of 
pathology and bacteriology in the Government Medical 
School at Cairo and appointed pathologist to the Govern- 
ment Hospital, Kasr-el-Ainy, Cairo. He instituted the 
pathological museum of the Cairo Medical School and 
supplied it with about 600 preparations collected and 
mounted by himself. While at Cairo he rendered the 
country a notable service. A serious outbreak of cattle 
plague having eccurred in Egypt, he was entrusted by the 
Government with the foundation and direction of an 
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institute for the production of a cattle plague serum, and 
Sir Horace Pinching, director-general of the Cairo sanitary 
service, testified to the splendid work which he then did 
in the face of countless difficulties. For this and other 
work he received the orders of the Osmanieh and the 
Medijidieh. 

At the Queen’s College in Belfast Professor Symmers 
had duties to perform that anyone less versatile would 
have found difficult. Not only did he give instruction to 


‘medical students in pathology and bacteriology but also 


in medical jurisprudence, while he was pathologist to two 
large general hospitals, the Royal Victoria and the Mater 
Infirmorum, and to several special hospitals. As a witness 
for the Crown in criminal cases Professor Symmers was 
unsurpassed ; his answers to counsel were always direct 
and explicit, and he never was flurried no matter how 
severe the cross-examination. With the establishment of 
Queen's University, Belfast, in 1908, Professor Symmers 
brought to the medical faculty a knowledge of academic 
procedure and of affairs blended with a sane and mellow 
wisdom, which proved most useful to the new University. 
For many years as dean of the faculty he presided at 
its meetings, and under his chairmanship business was 
conducted with dignity and dispatch. In addition to his 
academic work, Professor Symmers was for many years 
bacieriologist and pathologist to the city of Belfast. 

It was perhaps as an after-dinner speaker and a 
raconteur that Symmers will be remembered by the public 
of Belfast. He had a tendency at medical dinners to 
indulge in gentle raillery at the expense of some of his 
colleagues, but his humour was without malice. In the 
midst of his numerous tasks Symmers found time for 
research, and was a most inspiring chief for his young 
assistants. He contributed many papers to. scientific 
journals, more especially to the Journal of Pathology. the 
Journal of Hygiene, and the British Medical Journal. His 
best-known work was on bilharziasis, and on the patho- 
logy and bacteriology of cerebrospinal fever. 

Not only in Belfast but in Southern Ireland was Symmers 
warmly welcomed and entertained. At Trinity College, 
Dublin, and at the constituent colleges of the National 
University in Dublin, Cork, and Galway, where he acted 
as extern examiner, his colleagues enjoyed his visits and 
the candidates found him fair, with mercy tempering 
justice. As a lecturer at Queen’s University he was not 
only respected but beloved by his students, who soon 
discovered that in him they had not only a teacher but a 
friend. In the medical profession Professor Symmers 
took a great interest, and was elected President, and later 
an honorary Fellow, of the Ulster Medical Society. He 
became a member of the British Medical Association in 
1905, being secretary of the Section of Pathology in 1907 
at Exeter, and President of the same section in 1909 at 


Belfast. W. J. W. 


We regret to record the death on September 18 of Dr. 
JaMeES MACPHERSON Lawrie, the founder of the Wey- 
mouth and District Nursing Hospital, Dorset, at the age 
of 81. After graduating M.B. of Glasgow University in 
1881, he held the appointments of house-physician and 
house-surgeon at the Western Infirmary, Glasgow, and he 
had also been house-physician at the Royal Infirmary. 
He proceeded M.D. in 1884. Dr. Lawrie went to Wey- 
mouth in 1883, and was at first associated with the late 
Dr. William Smith at the old Weymouth Sanatorium, of 
which he took charge two years later. From the start of 
his medical career he had devoted special interest to 
gynaecology while conducting a large general medical 
practice, and he realized quickly the inadequacy in ail 
respects of the old sanatorium which had been built in 
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1848 and was serving the whole county. He set himself, 
therefore, to the task of collecting money for the estab- 
lishment of a larger and much more up-to-date building, 
and the financial success of the undertaking was eventu- 
ally secured without interfering with the original endow- 
ment fund, £17,000 being collected in a few years. In 
1901 the foundation stone of the new building was laid, 
in 1903 the patients were admitted, and in 1904 all the 
cost had been met. An annexe for paying patients was 
added. In 1921 Dr. Lawrie saw the Princess Christian 
Hospital absorb the old Weymouth Royal Hospital, which 
had been founded in 1816 as the Weymouth Dispensary, 
the amalgamated institutions being subsequently known 
as the Weymouth and District Hospital. Soon afterwards 
Dr. Lawrie gave up practice in the town and removed to 
London, but he returned in 1924 to receiwe the freedom 
of the borough for his outstanding services to it in many 
ways. He was appointed a county magistrate in 1889, a 
member of the first Dorset County Council in 1892, and 
a Deputy Lieutenant in 1906. He was chairman of the 
Portland county bench for twenty years, and president of 
the Melcombe Regis Conservative Association for a 
quarter of a century. He was for many years a member 
of the British Medical Association, and in 1906 was presi- 
dent of the Dorset and West Hants Branch. His wife gave 
him devoted help in his work, and organized and equipped 
four Red Cross hospitals in the war: she died a few 
years ago. Dr. Lawrie had also commanded the field 
ambulance which was equipped at Weymouth, and super- 
intended the organization of the Volunteer Transport 
Corps. A fluent and convincing speaker, his public in- 
fluence was very great, and he will long be remembered 
by large numbers of grateful patients as well as by his 
colleagues. He was a highly skilled and experienced 
surgeon. 


Universities and Colleges 


UNIVERSITY OF OXFORD 


The following have been elected to professorial fellowships at 
Balliol College: Professor J. A. Gunn, M.D., director of the 
Nuffield Institute of Medical Research: Professor J. H. Burn, 
M.D.. who succeeds Professor Gunn in the chair of pharmaco- 
logy : and Professor Simon Flexner, M.D.. George Eastman 
Visiting professor. 


UNIVERSITY OF CAMBRIDGE 


During the months of August and September titles of medical 
degrees were conferred by diploma on the following members 
of Girton College: 

M.B., B.Cuir.—C. E. Peaker. 

M.B.—Mrs. R. A. Kellgren. 


UNIVERSITY OF LONDON 
Lectures 


A course of five Heath Clark Lectures on “The Natural 
History of Population ™ will be given by Professor Raymond 
Pearl, professor of biology in the Johns Hopkins University 
School of Hygiene and Public Health, Baltimore, at the 
London School of Hygiene and Tropical Medicine, Gower 
Street, W.C.. on October 27 and 28, and November 1, 3, and 4, 
at 5.30 p.m. 

The Semon Lecture on “ The Surgical Treatment of Chronic 
Cicatricial Stenosis of the Larynx” will be given by Dr. E. 
Schiegelow. emeritus professor of oto-laryngology in_ the 
University of Copenhagen, at the Royal Society of Medicine, 
1, Wimpole Street, W.. on Thursday, November 4, at 5 p.m. 

A course of three lectures on “Innervation Problems in the 
Sympathetic System ~ will be given by Dr. J. Boeke. professor 
of histology and embryology in the University of Utrecht, at 
St. Thomas's Hospital Medical School on November 1, 3, and 
4, at 5.30 p.m. 

A course of three lectures on “ Human Pseudo-tuberculosis ” 
will be given by Dr. 1. Snapper. professor of general pathology 
in the University of Amsterdam, at Middlesex Hospital 
Medical School on November 9, 11, and 12, at 5.30 p.m. 

A course of three lectures on “ Experience and Perception, 
Thinking, Feeling” will be given by Professor Edgar Rubin, - 
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professor of experimental psychology in the University of 
Copenhagen, at Bedford College for Women, Regent's Park, 
N.W.. on November 23, 24, and 26, at 5.15 p.m. 

Admission to the above lectures is free, without ticket. 

The Fawcett Lecture on “Elizabeth Garrett Anderson, 
M.D..” will be given by her daughter, Dr. Louisa Garrett 
Anderson, at Bedford College for Women, Regent's Park, 
N.W.. on November 25, at 5.15 p.m. Admission is free by 
ticket obtainable on application to the secretary. 

The Schorstein Memorial Lecture will be delivered by 
Professor Arthur Ellis at the London Hospital Medical College 
on Thursday, October 21, at 4.15 p.m. A postgraduate course 
for old students will be held from October 20 to 23. 


The following appointments to the Faculty of Medical 
Sciences are announced: 

DrpaRTMENT OF ANATOMY AND A. Pollitt, 
Mr. A. G. M. Weddell, Mr. J. J. Pritchard, and Mr. R. E. Norrish 
as demonstrators. 

DEPARTMENT OF PHYSIOLOGY, PHARMACOLOGY, AND BIOCHEMISIRY. 
—Dr. L. Young and Mr. D. H. Smyth as lecturers ; Dr. A. L. 
Chute as temporary lecturer ; and Dr. J. H. T. Lawton and Dr. 
H. O. Schild (pharmacology) as demonstrators. 


UNIVERSITY OF SHEFFIELD 


At a meeting of the University Council, held on October 8, 
Mrs. Helen Mellanby, B.Sc.. Ph.D., was appointed part-time 
demonstrator for medical and dental students in the Depart- 
ment of Zoology. The Council accepted with regret the 
resignation of Dr. E. S. Duthie of the post of demonstrator in 
pathology. Notification was made of a grant of £400 per 
annum by the Yorkshire Council of the British Empire Cancer 
Campaign for a research assistant in the Department of 
Pathology. 


The following candidates have been approved at the exam- 
ination indicated : 

M.B., Cu.B.—(Parts I] and R. Cuddeford, N. Exell, 
I. Kossack, C. J. Wells, S. Wolfson. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 
Museum Demonstrations 


The autumn course of museum demonstrations in the theatre 
of the College commences on Monday, October 18, when 
Mr. L. W. Proger will show pathological specimens in the 
museum. Mr. Proger will demonstrate specimens on October 
25 and November | also. Mr. A. J. E. Cave will discuss 
the anatomy of the pelvic floor on October 22: the surgical 
anatomy of the middle ear on October 29: and the anatomy 
and physiology of the thyroid gland. All the demonstrations 
commence at 5S p.m., and are open to advanced students and 
medical practitioners. 


The Services 


Surgeon Captain F. C. Wright, from the Royal Naval 
Hospital, Plymouth, has been appointed to command the 
hospital ship Maine, in succession to Surgeon Captain 
W. Bradbury, C.B.E.. D.S.O. 


R.A.F. VOLUNTEER RESERVE (MEDICAL BRANCH) 


The Air Ministry announces that a new branch of the Royal 
Air Force Volunteer Reserve is to be established for medical 
Officers as a reserve for the reinforcement of the Royal Air 
Force in times of national emergency. The initial period of 
service will be five years. Candidates will normally be 
entered in the rank of flying officer and will be eligible for 
Promotion to flight lieutenant after two years’ approved 
service. Officers will be required in their first year of service 
to attend an Air Force unit for eighteen working days’ train- 
ing in the duties of a medical officer. In subsequent years 
they will be liable. if called upon, to attend for twelve work- 
ing days annually. They will receive a retaining fee of 
{15 a year, and the pay and allowances of their rank during 
Periods of training. There will be an outfit allowance on 
entry of £25. Applications are invited immediately from 
Suitable candidates, who must be qualified to practise medi- 
cine and surgery, be registered under the Medical Acts in 
force in the United Kingdom, and be below the age of 40. 
They should be sent to the Secretary, Air Ministry (S.7.c), 
Kingsway, London, W.C.2. 
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Medical News 


At a meeting of the Royal Australasian College of 
Surgeons, held in Melbourne on September 3, honorary 
Fellowship was conferred upon Professor G. Grey Turner. 


At the annual dinner given by the president and council 
of the British College of Obstetricians and Gynaecologists 
on Friday, October 22, at Claridge’s, the official guest will 
be the Chancellor of the Exchequer, Sir John Simon. 


The annual dinner of the Chelsea Clinical Society will 
be held at the Hotel Rembrandt, Thurloe Place, S.W., on 
Tuesday, October 19, at 8 p.m.: president's reception 
at 7.30 p.m. The Earl of Athlone, Mr. H. L. Eason, 
Principal of London University, and Sir Ernest Graham- 
Little will attend as guests. 


The annual dinner of the past and present men students 
of the Leeds School of Medicine will be held at the 
Great Northern Hotel, Leeds, on Thursday, November 25, 
at 7 for 7.30 p.m., when Dr. J. Le F. C. Burrow will 
preside. Applications for tickets (10s. 6d. each exclusive 
of wine) should be made to the Dinner Secretary, the 
Medical School, Leeds, 2. 


The XXVI Long Fox Memorial Lecture will be 
delivered in the large theatre of the Wills Physics Building 
(Royal Fort), Bristol University, by Mr. V. B. Green- 
Armytage on Tuesday. October 19, at &30 p.m. His 
subject is “ The Debt of Western Medicine to the East.” 
The lecture is open to the public and suitable for a non- 
medical audience. No tickets are required. 


A meeting of the Royal Microscopical Society will be 
held at B.M.A. House, Tavistock Square, W.C., on 
Wednesday, October 20, at 5.30 p.m., when a paper will 
be read by Major G. Burrard on “ The Microscope in 
the Identification of Firearms.” 


A reception will be held at the Royal Society of Medi- 
cine on Friday, October 29, at 8.30 p.m., when Fellows 
and their friends will be received in the library by the 
president, Sir John Parsons. At 9.15 p.m. Mr. Philip 
Guedalla will deliver the Lloyd Roberts Lecture on 
“The Method of Biography.” Admission will be by 
ticket only. Applications should be addressed to the 
secretary and will be dealt with in strict rotation. 

Sir Arthur MacNalty will deliver his presidential address 
on “ The Epidemiology of Encephalitis Lethargica ~ before 
the Section of Epidemiology and State Medicine at the 
Royal Society of Medicine on Friday, October 22, at 
8.15 p.m. 

The third Congress of the Italian Society of Anaesthesia 
and Analgesia will be held at Turin on October 22, when 
the following subjects will be discussed: (1) Anaesthesia in 
injuries of war and peace. (2) Effects of anaesthetics 
on the central and peripheral nerve fibres and nerve cells. 
The secretary of the congress is Professor G. Giordanengo, 
Corso Re Umberto, Turin. 


Dr. W. S. C. Copeman, honorary medical secretary of 
the Empire Rheumatism Council, has been appointed by 
the Prime Minister to represent H.M. Government at the 
forthcoming Budapest Congress of Balneology and the 
bicentenary of the Royal Hungarian Medical Society. 


Dr. Hans Virchow, emeritus professor of anatomy at 
Berlin and eldest son of the celebrated pathologist, was 
85 years old on September 10. 


The Westminster Hospital announces that six grammes 
of radium are now in use, day and night, at its Radium 
Annexe, Fitzjohn’s Avenue, Hampstead. Four were in- 
stalled a year ago in a new tungsten bomb ; two recently 
lent by King Edward's Hospital Fund have been added 
to the equipment and made availabie for treatment by 
the reconstruction of the gold-collared leaden “ bomb ~ 
formerly used. 
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The sixth annual report of the National Birth Control 
Association, with which is incorporated the Birth Control 
Investigation Committee, covers the year 1935-6. It 
records that out of 423 maternity and child welfare autho- 
rities in England and Wales 196 have now taken some 
steps under the Ministry of Health memoranda on birth 
control. During the year under review eighteen new 
clinics were established, and twenty-three more authorities 
decided to refer cases to clinics or doctors in private 
practice; three made grants, and three lent or hired 
premises to voluntary clinics. 
ciation increased from twenty-nine to forty-three, two of 
the new clinics being in the Special Areas. Conferences 
were held in Glasgow, Birmingham, and Newcastle-on- 
Tyne, and the medical subcommittee met at Oxtord. 


The October issue of The Human Factor, price 2s. 6d., 
published by the National Institute of Industrial Psycho- 
logy (Aldwych House, W.C.2), contains an editorial on 
vocational education and guidance in India, which brings 
out some of the main aspects of the reforms that have 
recently been suggested, and an article by Dr. F. W. W. 
Griffin, who discusses the underlying psychological prin- 
ciples upon which training for the Scout movement is 
based. 


‘Letters, Notes, “a Answers 


MEDICAL NEWS 


The branches of the Asso-. 


All communications in regard to editorial business should be 
addressed to THe EDITOR, British Mepicat Journat, B.M.A. 
House, Tavistock Square, W.C.1. 

ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal alone, 
unless the contrary be stated. Correspondents who wish notice 
to be taken of their communications should authenticate them 
with their names, not necessarily for publication. 

Authors desiring REPRINTS of their articles published in the 
British Medical Journal must communicate with the Secretary, 
B.M.A. House, Tavistock Square, W.C.1, on receipt of proofs. 
Authors over-seas should indicate on MSS. if reprints are 
required, as proofs are not sent abroad. 

All communications with reference to ADVERTISEMENTS should 
be addressed to the Advertisement Manager. Orders for copies 
of the Journal and communications with reference to sSubscrip- 
tions should be addressed to the Secretary, B.M.A. House, 
Tavistock Square, W.C.1. 

The TeLepHone Number of the British Medical Association and 
the British Medical Journal is EUSTON 2111. 

The TELEGRAPHIC ADDRESSES aie 
EDITOR OF THE BRITISH MEDICAL JOURNAL, Aitiology 

Westcent, London. 
SEC RETARY, Medisecra Westcent, Londan. 


The address of the B.M.A. Scottish Office is 7, Drumsheugh 
Edinburgh (telegrams: Associate, Edinburgh; tele- 
one: 


24361 pope and of the Office of the Irish Free 
tate Medical Union (1.M.A. and B.M.A.), 18, Kildare Street, 
Dublin (telegrams: Bacillus, Dublin; telephone 62550 Dublin). 


QUERIES AND ANSWERS 
Broken Sleep 


* ARGYLESHIRE ”’ writes: A busy professional man of 56 has 
got into the bad habit of early wakening. Sleep is good 
from about 11 p.m. till 3 or 4.a.m. Thereafter it is broken 
or absent. All the usual things have been tried without 
effect ; alkalis, food, a hot drink, getting up and walking 
about, reading. Is it wise to prescribe a sedative regularly, 
and what should be given? The man gets heavy and weary 
in the day, and can sleep a little in the afternoon if he gets 
the chance. Is it found that the giving of a sedative over 
a period induces a better sleep habit, or is the condition 
as bad as ever, or worse, when the sedative is dropped”? 


Shadows Under the Eyes 


“ AESTHETIC’ writes: I would be grateful for any suggestions 
for getting rid of biack shadows under the eyes. The 
patient is a young woman recovering from a bad general 
breakdown. The shadows vary in intensity, getting paler 
after a good night’s rest. The patient has often been 
accused of putting on the black, but it will not wash off, 
though it comes out with the tears. I have observed her very 
closely for years and have never seen any proof of external 
stain. The eyelashes and the margin of the lid are not 


involved in the shadow, nor does it appear on the upper lid. 
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Spinal Anaesthesia 


Dr. S. W. Sutton (Camberley) writes: I notice that in his very 
instructive article in the Journal ‘of October 2 Dr. H. K 
Ashworth makes no mention of novocain except for raising 
a preliminary skin wheal. I would like to ask, How does 
novocain, as a spinal anaesthetic, compare with stovaine or 
percaine? 

*.” We have submitted the above inquiry to Dr. Ash- 
worth, who replies: 1 have no personal experience of the 
use of novocain crystals dissolved in cerebrospinal fluid, 
but | have many times administered proprietary prepara- 
tions of novocain and have not found any as effective or 
controllable as either stovaine or percaine. The chief com- 
parative differences between novocain and stovaine and 
percaine are as follows: Novocain is the weakest drug 
and is therefore effective only in a greater minimal con- 
centration, which necessitates the use of a comparatively 
concentrated solution. This results in some loss of control- 
lability of the level of anaesthesia obtained. Stovaine 
(Barker's 10 per cent. solution) is also fairly concentrated, 
but the more powerful drug appears clinically to have a 
greater selective affinity for nerve roots, with the result that 
it is rapidly “fixed” and easily controllable. Briefly, 
stovaine and percaine solutions, when administered by a 
correct technique, are more easily controllable and freer 
from any tendency towards upward extension of the anaes- 
thesia above the desired level. The development of anaes- 
thesia following the use of novocain solutions is slower than 
with stovaine but quicker than with percaine. The resulting 
anaesthesia lasts longer than with stovaine but is of shorter 
duration than with percaine. 


LETTERS, NOTES, ETC. 


Medical Peace Campaign 


Dr. Srecta CHURCHILL, honorary secretary, Medical Peace 
Campaign (8, Cumberland Terrace, N.W.1), writes: The first 
national congress of the International Peace Campaign will 
be held in London from October 22 to 24. A medical com- 
mission has been arranged under the auspices of the 
Medical Peace Campaign, and the following subjects have 
been put down for discussion: (1) To consider the prevention 
of war in all countries by medical international action; 
(2) to discuss the attitude of the medical profession towards 
all State regulations affecting war. It is hoped that readers 
of the Journal may feel sufficiently interested to come and 
express their opinions at the meeting, which will be held 
from 2 p.m. to 6 p.m. on Saturday, October 23, at University 


College. 
Medical Golf 


The autumn meeting of the Shropshire Medical Golf Associa- 
tion was held at Church Stretton on October 3 in glorious 
weather. The competitions were a medal round in the 
morning for the captain’s prize, presented by Dr. A. V. 
Mackenzie (Shrewsbury). This resulted in a tie: Dr. A. V. 


Mackenzie, 76 — 7 = 69; Dr. H. G. Beckett, 82 — 13 = 
69: Dr. E. C. Abraham, 82 — 9 = 73; Lieut.-Colonel H. 
Burney, .85 — 12 = 73. As Dr. Mackenzie was the donor, 


Dr. Beckett received the prize, consisting of some cut-glass 
tumblers. By a strange coincidence, when Dr. Beckett was 
captain Dr. Mackenzie tied with him for first prize, and 
received from Dr. Beckett some cut-glass decanters. In 
the afternoon the competition was foursomes v. bogey: 
Dr. Barry and Dr. Clarke = 2 down: Dr. Beckett and 
Lieut.-Colonel Burney = 3 down; Dr. Abraham and Mr. 
Haydon = 3 down. Mr. L. J. Godson was elected captain 
for the ensuing year, and Dr. T. R. Elliott was re-elected 
honorary secretary. The spring meeting was fixed for the 
second Sunday in May at Oswestry Golf Club. 


Sodden Leaves on Roads 


The Automobile Association again issues its annual warning 
to motorists to beware of skidding on roads affected by 
rain-sodden leaves, and emphasizes the necessity for care, 
particularly after dark, in wooded areas. As a precaution 
the A.A. recommends the maintenance of uniform tyre 
pressures, whilst correct brake adjustment is also a valuabe 


safeguard. 
Dieciaimer 


Mr. H. Harvey Evers, F.R.C.S., of Newcastle-upon-Tyne, 
wishes to disclaim responsibility for the unauthorized reports 
which have appeared in the Press about his ~ new private 
hospital.” 
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